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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  January  8,  1891. 
C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present:  13  Fellows,  2  Visitors. 

The  following  was  proposed  for  election :  Dr.  George 
Peter  Schoekman,  Ceylon. 

The  Officers  and  Council  for  the  coming  year  were  duly 
elected. 

The  Treasurer  (Dr.  Bantock)  read  his  report  for  the 
past  year. 

Dr.  Grigg  proposed,  and  Dr.  Heywood  Smith  seconded, 
a  vote  of  thanks  to  the  retiring  President. 

Dr.  Heywood  Smith  proposed,  and  Dr.  Bantock 
seconded,  a  vote  of  thanks  to  the  retiring  Officers. 

The  President  (Dr.  Routh)  then  delivered  the  following 
valedictory  remarks : — 

On  a  Year's  Progress  in  Gynaeology. 

Gentlemen, — If  there  is  one  feature  of  the  present  age 
which  stands  out  unmistakably  and  more  conspicuously  before 
the  world  it  is  this  :  We  are  living  in  a  period  of  remarkable 
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progressiveness.    Man's  mental  powers,  no  longer  shackled 
by  ancient  superstitious  phantasies,  incline  more  surely  to  one 
Divine  attribute.    Truth   in  its  naked  purity  is  sought  for. 
The  minutiae  and  intricacies  of  life  in  their  almost  invisible 
beginnings  are  searched  for.    The  more  we  learn,  whether  it 
be  in  the  direction  of  the  atoms  of  existence,  or  in  the  larger 
grander  phenomena  of  nature,  the  deeper  or  the  higher  do  we 
seek  to  stretch  out  our  power  of  discovery,  and  are  better  able 
to  unfathom  the  secrets  of  intrinsicality.     Then,  so  much  has 
been  done,  so  wonderful  have  been  the  discoveries  made  of 
late  years,  that  the  mind  is  sometimes  appalled  at  their  ex- 
pansion.   Look  at  steam,  electricity  and  telegraphy,  tele- 
phones, phonographs,  explosives,  and  such  like.     Look  at  the 
depths  of   the  hitherto  concealed  infinitesimals  which  bac- 
teriology has   unravelled ;  the  secrets  of   disease,  and  the 
minute  power  of  cells  which  tend  to  maintain  the  vis  medica- 
trix  naturae,  and  which  have  not  till  very  lately  been  traced  in 
their  marvellous  exiguity.     Look  at  Pasteur's  discoveries,  and 
more  lately  Koch's,  which  at  the  very  time  that  some  deluded 
.  men  are  crying  down  vaccination  has  raised  a  wall  of  opposi- 
tion which  laughs  their  efforts  to  scorn,  and  which  yet  will  be 
developed  on  still  more  irresistible  foundations.     On  and  on 
the  mind  of  intellect  proceeds.    On  and  on  new  discoveries 
and   improvements  of  the  old  ones  develop  hand  in  hand 
towards  perfection,  till,  in  fact,  we  exclaim,  "  Where  will  they 
end?    When   will   further  discovery  become  impossible   to 
man  ? "    And  we  stand  before  the  array  in  absolute  con- 
sternation.    Would   it  could  be  said  that  all  that  was  dis- 
covered was  for  the  absolute  good  of  mankind  !   Unfortunately 
reparation  and  usefulness  go  hand  in  hand  with  destruction 
and  annihilation.     Inventions  and  experiments  are  often  as 
fertile  for  evil  as  for  good.     The  highest  mental  qualities,  if 
carried  along  a  groove  which  is  the  opposite  of  Divine,  must 
lead  to  endless  miseries.     It  is  only  when  they  are  made  in 
submission  to  a  Higher  Power,  and  with  regard  to  the  public 
weal,  that  they  are  instrumental  for  permanent  good. 

But  there  is  another  way  in  which  grand  discoveries  fail 
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to  produce  the  good  desired  The  highly  intellectual  philo- 
sopher disincarcerates  treasures  that  have  been  hidden  for 
centuries,  but  want  of  experience  may  preclude  him  from 
making  the  best  use  of  them.  His  highest  knowledge  is 
but  a  portion  of  what  it  should  be,  and  progress  short  of 
this  is  incomplete  and  unsatisfactory.  The  man  who  first 
discovered  a  diamond  knew  not  how  to  polish  it  or  how  to 
bring  out  its  brilliancy.  Another  man  obtained  this  know- 
ledge, and  others  even  make  a  piece  of  glass  look  more 
brilliant  and  surpass  the  real  diamond  in  beauty.  This  is 
a  drawback  in  all  discovery.  The  right  and  proper  applica- 
tion at  the  right  and  proper  moment  in  the  right  and  proper 
place  is  what  is  needed — not,  however,  always  accomplish- 
able. Nature  itself  supplies  many  examples  which  prove 
how  easily  the  most  acute  observers  may  be  deceived.  Take 
the  predatory  looper  caterpillars  at  rest  affixed  to  a  twig, 
the  reduvius,  the  spider  crab,  who  are  so  completely  altered 
by  dust,  seaweed,  or  a  peculiar  position  when  at  rest,  that 
although  helpless  against  foes  they  are  so  indistinguishable, 
that  through  this  mimicry  they  instinctively  deceive  their 
enemies  and  thus  escape  recognition  and  destruction.  Is  it 
wonderful,  therefore,  that  men,  albeit  intellectual,  should  adopt 
a  similar  artifice  to  protect  their  discoveries  in  which  they  are 
so  interested,  and  thus  deceive  others  and  themselves  also  ? 

In  our  profession  I  think  we  must  admit  that  amid  many 
errors  (for  there  is  a  fashion  in  medicine  and  surgery  as  in 
simpler  things)  there  is  a  strong  desire  for  improvement  As 
opposed  to  quackery,  every  new  discovery,  if  genuine,  courts 
full  inquiry,  and  the  truth  comes  out  in  the  end  by  the  colli- 
sion of  opinions.  I  do  not  say  there  are  not  rivalries  among 
us.  Where  good  and  evil  are  found  on  the  same  ground  there 
must  be.  But  he  is  a  poor  philosopher  and  a  still  poorer 
physician  or  surgeon  who  will  hold  to  views  which  others  have 
proved  to  be  fallacious.  Truth  should  be  his  throne,  and 
kindness  to  his  fellow-man  the  footstool  on  which  he  rests. 
If  it  be  not  so  he  is  not  a  philosopher,  but  a  bedizened  incar- 
nation of  selfishness  and  of  despicable  mimicry. 


The  British  Gynecological  Society. 


But  to  be  more  personal,  "  What  have  we  done  as  a  society 
towards  increasing  the  fund  of  knowledge  in  gynaecology  ?  I 
think  we  may  say  we  have  done  much  that  will  outlive  us, 
and  which  is  pregnant  with  future  benefit  to  womankind. 
First  we  have  immensely  incited  the  spirit  of  inquiry  in  our 
department;  I  was  convinced  of  this  the  other  day  at  the 
International  Congress  in  Berlin.  In  several  similar  assem- 
blies at  which  I  have  been  present  in  various  capitals,  the 
numbers  who  attended  the  obstetric  and  gynaecological  sec- 
tions were  in  years  gone  by  comparatively  small  to  those 
attending  other  sections.  At  Berlin  it  was  the  favourite 
section,  and  usually  the  best  attended.  It  seemed  to  interest 
a  larger  number  of  medical  men,  and  also  medical  women, 
from  every  part  of  the  inhabited  world,  and  the  information 
given  was  most  instructive  and  such  as  to  gratify  us  exceed- 
ingly. As  your  delegates,  Drs.  Dolan,  Murphy,  Bantock,  and 
myself  have  great  reason  to  be  gratified,  especially  to  Drs. 
Martin  and  Baum,  for  the  courtesy  and  regard  with  which  we 
were  received.  All  this  shows  that  gynaecology,  once  so 
neglected,  almost  repudiated  by  some  of  our  corporations, 
has  raised  its  head  to  a  pinnacle  from  which  it  will  be  difficult 
to  dislodge  it.  But  I  hold  that  in  this  society,  and  during 
this  session,  we  have  also  done  grand  work. 

It  is  not  my  intention  to-night  to  occupy  your  time  by  a 
reference  to  the  losses  we  have  sustained  by  death.  Full 
records  of  these  appear  in  the  obituaries  in  our  medical 
journals,  and  I  am  informed  that  many  of  our  Fellows 
deem  that,  except  in  very  remarkable  examples,  they  are 
best  passed  over.  In  this  respect  I  follow  the  example  of 
my  predecessor,  Dr.  Macan.  I  think  our  time  will  be  more 
profitably  occupied  by  recording  summarily  the  work  of  the 
Society. 

Our  late  President,  Dr.  Macan,  in  his  valedictory  address, 
gave  us  one  of  the  neatest  and  most  concise  accounts  of  extir- 
pation of  uterus  one  could  wish.  It  is  in  fact  a  resutni  which 
every  operator  in  such  cases  can  scarcely  help  perusing  with 
the  greatest  attention.    The  steps  of  the  operation  were  so 
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clearly  indicated,  the  dangers  of  it  so  accurately  defined,  that 
in  reading,  and  especially  in  hearing  it,  which  was  our  great 
privilege,  one  may  be  convinced  of  the  ease  and  safety  with 
which  it  could  be  performed.  It  is  very  true  that  it  is  to  the 
Germans  that  we  owe  the  most  marked  improvements  in  the 
operation,  and  the  greatest  reduction  of  its  mortality.  Dr. 
Leopold  reduced  it  even  in  eight  malignant  cases  to  a  mor- 
tality of  4  per  cent.,  a  great  result.  It  is  unfortunate  that  in  a 
sister  society,  there  were  some  who  were  rash  enough  to 
question  the  accuracy  of  these  returns.  But  this  is  not  a 
way  to  meet  philosophical  truth  which  calls  for  approval  It 
is  neither  courteous  nor  convincing. 

To  Mr.  Jessett  we  owe  two  very  valuable  papers.  One  on 
cancer  of  the  uterus  very  appropriately  following  Dr.  Macan's 
paper.  Mr.  Jessett  accurately  laid  down  the  rules  of  proce- 
dure in  operating  for  cancer  of  this  organ,  both  in  its  early 
and  later  stages,  and  it  is  impossible  to  read  this  paper  with* 
out  marking  a  master  mind.  If  in  the  early  cases  examina- 
tions were  at  once  made,  and  the  state  of  disease  ascertained, 
I  am  sure  many  a  life  would  be  saved  and  much  suffering 
prevented.  But  even  in  desperate  cases  he  has  shown  us  that 
life  may  not  only  be  saved  for  a  short,  but  often  a  considerable, 
time.  Mr.  Jessett's  paper  was  followed  by  a  discussion  in  a 
sister  society  on  the  same  question  also,  and  it  is  so  far  a 
source  of  congratulation  that  conclusions  in  many  respects 
similar  to  our  own  were  come  to,  though  upon  the  whole 
I  believe  the  bolder  operators  were  to  be  found  amongst 
ourselves. 

But  these  two  papers  did  not  conclude  our  cancerous 
inquiries.  We  have  to  thank  Mr.  Dunnett  Spanton  for  a 
very  able  paper  on  epithelioma  of  the  cervix  in  which  a 
perfect  cure  resulted. 

The  subject  of  pelvic  abscesses  was  taken  up  with  much 
power  by  our  late  secretary,  Dr.  R.  T.  Smith.  In  this  paper 
he  spoke  of  their  size,  character,  site  in  pelvis,  and  effect  on 
the  uterus,  and  put  in  a  very  clear  and  succinct  manner  how 
varied    are  their   origin,  progress   and  treatment!  advising 
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sometimes  laparotomy.  This  paper  contained  much  that  was 
original  and  worthy  of  note,  and  must  be  read  by  any  gynae- 
cologist with  advantage.  Mr.  Mayo  Robson  was  perhaps 
more  heroic  in  his  valuable  recommendations.  He  seemed  to 
advise  more  strongly  than  Dr.  R.  T.  Smith  the  operation  of 
laparotomy  as  best  calculated  to  clear  up  obscure  cases.  His 
record  of  cases  is  extremely  valuable,  and  if  relief  was  only 
afforded  in  some,  it  is,  I  think,  highly  presumable  that  if 
earlier  operation  had  been  practised,  a  later  tuberculosis  or 
peritonitis  would  have  been  prevented,  and  useful  lives  would 
have  been  spared.  These  two  papers,  it  appears  to  me,  are 
/especially  valuable  as  giving  indications  of  treatment  likely 
to  prove  successful,  and  which  we  do  not  find  usually  recom- 
mended in  books  of  reference. 

The  papers  on,  and  specimens  of,  myomata  have  been  very 
numerous.  Indeed,  as  I  have  said  before,  there  seems  to  be  a 
sort  of  epidemic  of  myomata.  Drs.  Bantock,  Reeves,  Hey- 
wood  Smith,  O'Callaghan,  Macnaughton  Jones  have  all 
recorded  cases  full  of  interest  Sarcomata  and  myxomata 
have  also  occupied  our  attention.  The  former  disease  is  a 
very  rare  one,  and  it  was  fortunate  that  although  the  case 
proved  fatal,  it  fell  to  the  lot  of  one  of  our  able  secretaries, 
who  boldly  gave  particulars  of  the  post-mortem  of  his  case 
and  referred  to  others  of  like  character.  For  my  part,  know- 
ing how,  for  many  reasons,  surgeons  do  not  like  to  mention 
their  unfortunate  cases,  which  often  when  properly  recorded 
teach  more  profitable  lessons  than  successful  cases,  I  feel  we 
owe  Dr.  Fenton  a  debt  of  gratitude  for  his  communication. 
It  is  one  which  will  often  be  referred  to  in  the  future. 

To  our  Irish  friend,  Dr.  O'Callaghan,  we  owe  much  from 
the  accounts  he  has  published  and  the  specimens  he  has  shown 
us  of  the  unexpected  difficulties  which  often  occur  during 
their  removal.  But  his  success  proved  his  skill  as  an  opera- 
tor. These  several  communications,  however,  still  leave  us 
rather  in  doubt  as  to  the  origin  and  character  of  myomata 
and  the  special  diagnosis  for  treatment.  Much  remains  in 
this  field  to  be  found  out  before  we  can  speak  with  authority. 
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Medical  men  view  this  question  from  such  different  points, 
and  dogmatic  assertions  have  been  so  often  made  in  learned 
societies  one  day  to  be  rebutted  the  next,  that  it  sometimes 
leads  one  to  smile  at  the  prejudices  and  inconsistencies  of 
some  of  our  confreres.    Tube  cutting,  appendage  removals, 
hysterectomy,  electricity  have  all  been  invoked  as  curative. 
The  scare  which  electricity  has  excited  in  some  men's  minds 
has  led  them  to  speak  most  unphilosophically  in  their  excite- 
ment   They  forget  that  if  the  character  of  the  disease  is  not 
accurately  made  out,  no  single  plan  will  prove  a  panacea. 
The  cases  are  often  entirely  different  in  character.    They  also 
forget  that  although  an  operation  may  be  successful,  so  that 
the  patient  seems  to  recover,  the  sequelae  may  leave  the  patient 
in  a  more  unhappy  state  than  before.    She  may  have  lost  one 
devil,  but  come  back  with  seven  more  terrible  than  the  first, 
so  that  her  last  state  is  altogether  worse.     Even  if  insanity  is 
not  a  result  as  frequent  after  hysterectomy  as  Dr.  Thomas 
Keith  has  stated  in  the  practice  of  other  operators,  other 
scarcely  less  terrible  results  have  followed.     Even  in  remov- 
ing the  appendages  only  we  have  mutilated  and  castrated  a 
poor  creature,  and  what  is  her  condition  when  she  returns  to 
her  friends?     If  the  operation  was  really  necessary  to  save 
life,   it    should    be  calling  for    gratitude,  but  if    not,  and 
especially  since  several  cases  have  been  effectually  cured  by 
salpingotomy,  whereby  both'  tubes  and   ovaries  have  been 
saved  to  the  patient,  we  should  hesitate  before  operating  for 
their  entire  removal.    Time  and  patience  would  have  pro- 
bably effected  a  cure  under  milder  measures.     For  we  must 
not  forget  that  castration  is  a  condition  which  calls  for  the 
greatest  pity.    As  men  we  cannot  fully  understand  it.    But 
what  will  be  and  what  are  the  feelings  of  a  castrated  man  in  a 
society  where  his  mutilation  is  known.     It  is  said  to  be  one  of 
weakened  mental  activity.    It  is  one  of  degradation.   Like  an 
impotent  man  he  cowers  before  womankind,  and  his  feminine 
voice  proclaims  his  injury  around.    Who  would  like  to  be  a 
eunuch  amongst  ourselves,  and  if  so,  by  what  name  can  we 
call  a   mutilated  woman  who  has  been  spayed  out  of  her 
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womanhood.  If  I  am  spared,  I  hope,  when  descending  from 
this  exalted  seat,  some  day  to  bring  the  whole  subject  before 
you.  But  when  I  do  so  I  shall  endeavour  to  do  so  in  the 
interests  of  science,  philosophy,  and  humanity. 

It  is  refreshing,  and  very  comforting  with  these  regrets  on 
the  mind,  to  read  Dr.  Edis*  paper  on  Metrorrhagia.  Spayers 
would  do  well  to  study  that  paper,  especially  those  who  make 
insufficient  examination  of  the  uterine  cavity.  If  this  were 
always  done,  there  would  be  no  need  of  removing  so  many 
appendages,  and  expounding  some  new  theory  as  to  the 
effect  of  such  operations  in  expelling  polypi.  The  presence 
of  these  might  have  been  discovered  by  dilating  the  uterus 
and  leaving  the  poor  woman  in  full  possession  of  her  useful 
appendages.  Succinct,  exhaustive,  and  just  to  a  degree,  it  is 
a  paper  which  cannot  fail  to  be  most  useful. 

The  cosmopolitan  character  of  our  Society,  which  brings  us 
into  relation  with  medical  men  wherever  talent  exists,  has 
fortunately  led  to  two  papers  being  forwarded  to  us  of 
much  merit  from  two  of  our  foreign  Fellows.  Dr.  C.  Joubert 
Surgeon-Major  and  Professor  of  Obstetric  Medicine  in  Cal- 
cutta, has  favoured  us  with  a  valuable  contribution  to  our 
knowledge  of  fibrous  tumours.  An  excellent  paper  it  is,  and 
as  he  honestly  records  his  failures  as  well  as  his  successes, 
gives  us  evidence  that  even  in  those  distant  lands  our  Fellows 
stand  pre-eminent  for  boldness  and  skill.  Another  mono- 
graph by  Mr.  E.  Sinclair  Stevenson,  from  Rondbosch,  South 
Africa,  on  Laparotomy  followed  by  Faecal  Fistula  and  Tetanus, 
is  most  instructive.  That  so  serious  a  case  should  have  not 
only  been  treated  ably,  but  cured,  is  another  evidence  of  the 
skill  and  gynaecological  knowledge  which  our  Fellows  carry 
with  them  to  distant  colonies. 

Mr.  Jessett's  second  paper  on  Intestinal  Obstruction  and 
the  method  which  he  adopts  for  the  reunion  of  resected  por- 
tions of  the  intestines  by  means  of  bony  plates,  is  a  paper  of 
singular  merit  We  cannot  be  too  thankful  for  it.  I  have 
seen  intestines  wounded  in  abdominal  sections,  even  by  men 
of  the  highest  eminence  as  abdominal  surgeons,  which,  being 
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either  overlooked  or,  worse  still,  imperfectly  remedied,  have 
caused  the  death  of  the  patients.  They  could  have  been 
saved,  I  believe,  often  by  Mr.  Jessett's  method.  The  bands 
after  ovariotomy  producing  not  only  obstruction,  but  violent 
vomiting,  have  been  the  cause  of  numerous  deaths.  It  is  a 
grand  thing  under  such  contingencies  to  be  able  by  a  very 
simple  method  to  stop  all  these  symptoms  and  rejoice  in  the 
safety  of  your  patient,  and  this  is  what  Mr.  Jessett  has  taught 
us  to  do,  and  his  operation  well  deserves  the  utmost  enco- 
mium that  can  be  given  to  it. 

A  paper  by  Dr.  Barnes  must  always  be  replete  with  solid 
information,  and  the  interest  evoked  by  his  paper  on  Sexual 
Function   and    Insanity  was   such    that   men  of  eminence 
attended  from  every  quarter  to  hear  it.     It  was  a  masterly 
exposition,  but,  strange  to  say,  his  views  seem  comparatively 
new  to  many  of  the  alienists  of  distinction  who  attended  that 
meeting.    And  there  are  reasons  for  this.     It  is  always  a 
dangerous  thing  to  examine  maniacs.    We  know  how  dan- 
gerous to  morality  it  is  to  leave  two  male  maniacs  together. 
We  know  how  prone  females  in  that  afflicted  class  are  apt  to 
encourage,  misinterpret  and  misrepresent  such  examinations. 
Moreover,  gynaecology  is  not  a  branch  of  science  alienists 
cultivate.    But  like  Dr.  Barnes  I  am  sure  much  is  hidden 
beneath  the  cloak  of  insanity  which  gynaecology  could  un- 
ravel.   I  have  frequently  suspected,  nay,  been  almost  con- 
vinced, sexual  disease  was  the  fons  et  origo  of  many  cases  of 
insanity,  which  I  have  seen  in  private  as  well  as  in  public 
asylums,  but  which  had  never  even  been  suspected.     How 
common,  for  instance,  it  is  for  the  insane  to  nurse  their  breasts, 
as  it  is  called,  nearly  all  day.     Why  do  they  do  so  ?    May  it 
not  indicate  uterine  irritation  ?     I  have  in  my  paper  on  Nym- 
phomania read  before  this  Society,  pointed  out  some  of  these 
mysterious  cases.    I  have  been  answered  by  the  conviction  in 
the  minds  of  these  alienists  that  the  sexual  irritation  is  the 
sequelae,  not  the  cause,  of  the  disease.     It  may  be  so  in  many 
cases,  but  is  this  a  reason  that  such  cases  should  not  be 
treated  ?    Will  not  the  sequelae  re-act  on  the  origin  ?    If  a 
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maniac  injures  herself  in  a  paroxysm  or  by  a  habit,  is  it 
because  it  is  a  sequelae  to  be  neglected  and  not  treated  ?  I 
am  sure  in  time  this  will  be  admitted  as  true,  and  that  in 
every  asylum  the  gynaecologist  will  come  in,  and  assist  the 
pure  alienist  in  doubtful  cases,  or  better  still,  that  the  medical 
men  attending  these  cases  will  be  not  only  excellent  physi- 
cians, but  well-skilled  gynaecologists. 

There  is  much  that  I  could  say  upon  many  other  com- 
munications read  and  specimens  shown.  But  I  must  refer 
shortly  to  two  papers  which  combined  science  with  medical 
ethics.  I  allude  to  Dr.  Lycett's  paper  on  gynaecology  in 
general  practice,  and  Dr.  Aveling's  on  the  practice  of  obstet- 
rics by  midwives. 

It  is  not  too  much  to  say  that  Dr.  Lycett's  paper  was 
eminently  practical.  It  is  the  plain  unadorned  expression  of 
truth,  laying  bare  the  difficulties  which  meet  general  practi- 
tioners, and  which  specialists  do  not  meet,  and  the  necessity 
of  action  without  all  the  entourage  of  excellent  assistants  and 
nurses,  and  all  the  appliances  found  in  hospitals,  irrespective 
of  cost.  The  specialist  often  gets  the  credit  because  his 
assistants  have  seen  and  rectified  any  possible  mistakes 
either  during  operation  or  in  diagnosis,  and  because  the  good 
nursing,  food,  and  cleanliness  insured  are  all  contributing 
towards  the  patient's  recovery.  If  he  makes  a  great  mistake, 
his  fame  leads  those  around  to  say  and  to  believe  it  was 
impossible  to  avoid  it.  If  he  succeeds  it  is  a  high  feather  in 
his  cap,  but  if  the  practitioner  operates  and  fails,  then  it  is 
said  to  be  due  to  his  want  of  experience,  and  because  he  did 
not  call  in  a  specialist  But  I  know  better  than  this.  The 
greater  praise  is  due  to  a  man  in  general  practice  if  with  so 
much  against  him  he  succeeds  at  all,  and  if  the  errors  and 
mistakes  of  specialists  were  only  all  clearly  and  beyond  all 
room  for  controversy  published,  doubtless  some  of  our 
best  specialists  would  sometimes  cut  at  best  but  a  sorry 
figure. 

The  question  of  registering  midwives  is  one  which  is 
fraught  with  danger.     It  is  indubitable  that  now  anybody 
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who  chooses  can  practice  midwifery  without  examination  or 
registration ;  thus  far  it  is  licensing  murderous  quackery.    If 
registration  only  is  enforced  without  evidence  of  knowledge 
in  obstetrics  by  examination,  it  is  legalising  this  homicidal 
quackery.     I  have  elsewhere  given  a  full  account  of  the  his- 
tory of  female  midwifery  {Social  Review,  Nov.  8th,  1872,  p. 
425).     Midwives  were  once  in  great  request,  attending  Queens 
and  the  nobility,  but  they  fell  into  disrepute  because  of  their 
crimes,  notably  those  of  a  Parisian  midwife  in  1673,  who  was 
later  on  burnt  alive  in  a  cage  with  sixteen  wild  cats  for 
having  murdered  sixty-two  children,  and  it  must  always  be 
so  where  a  high  mortality  is  not  in  keeping  with  high  educa- 
tion.    If  midwives  are  to  be  taken  from  a  class  who  carry  on 
baby-farming,  who  insure  the  lives  of  little  babies  nominally 
to  provide  a  decent  burial,  who  are  as  ignorant  and  low  in 
their  morality  and  conversation   as  many  of  the  monthly 
nurses  are  who  attend  the  poor,  past  experience  gives  no 
warrant  that  good  will  result  to  the  community.    Whatever, 
therefore,  is  done  in  this  matter  two  sine  qud  nons  should  be 
observed.     Let  every  monthly  nurse  be  a  midwife,  but  regis- 
tered only  as  a  monthly  nurse,  and  not  allowed,  except  under 
circumstances  of  necessity,  to  officiate    except   in   natural 
labours — the  meaning  of  which  in  their  case  I  would  restrict 
to  the  four  vertex  positions  in  a  healthy  pelvis.    Let  her  be 
an  educated  woman  with  certificate  of  a  full  examination  by 
a  competent  board  of  examiners,  and  with  an  irreproachable 
character.    Such  women  would  be  a  real  help  to  the  doctors, 
and  save  them  much  loss  of  time.    Such  women  would  be  of 
the  greatest  comfort  to  the  travailing  women  themselves. 
Who  does  not  rejoice  at  the  wonderful  changes  of  the  cer- 
tificated nurses  of  to-day  as  compared  to  those  of  only  forty 
years  ago  ?    I  firmly  believe  if  the  reforms  among  midwives 
were  made  on  these  lines,  they  would  be  found  to  be  a  com- 
fort and  satisfaction  all  round. 

I  think  the  above  summary  displays  a  good  record  of 
work  done,  and  is  evidence  of  a  high  progressive  spirit  in  our 
Society,  but  we  may  say  we  deserve  credit  on  another  score. 
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It  is  the  excellence  of  our  JOURNAL.  It  differs  from  most 
Transactions  in  that  it  collects  very  fully  and  yet  very  tersely 
all  that  is  good  and  bearing  upon  obstetrics  and  gynaecology 
from  all  parts  of  the  world  for  our  information.  I  have  learnt 
especially  from  foreign  medical  men  how  highly  it  is  valued 
abroad.  It  is  rapidly  selling  in  England  as  well  as  abroad. 
Very  much  credit  is  due  for  all  this  work  to  our  excellent 
editor,  Dr.  Fancourt  Barnes.  I  often  wonder  how  men  of 
position  and  in  large  professional  work  can  do  so  much  and 
so  well  for  medical  literature.  No  doubt  a  good  deal  is  due 
to  a  regular  order  pursued  unremittingly,  both  in  reading  and 
writing,  and  to  vigilant  perseverance,  but  after  all,  brain 
power  of  no  mean  quality  must  be  at  work  behind  it  all,  and 
this  I  think  we  have  in  Dr.  Fancourt  Barnes. 

Our  financial  position  is  good — in  spite  of  our  removal  to 
these  rooms,  and  a  lawsuit  decided,  after  an  appeal,  in  our 
favour,  and  the  cosmopolitan  character  of  our  Society  induces 
many  distinguished  foreigners  to  join  us,  and  to  contribute  to 
our  Transactions.  By  the  lawsuit  just  gained,  an  obscure 
point  of  law  has  been  cleared  up,  upon  which  all  other 
societies  may  act,  and  for  which  they  ought  to  be  grateful. 
It  is  true  our  expenses  have  been  unusually  heavy.  Removal 
to  new  quarters,  increased  rental,  shelves  for  a  library,  new 
furniture,  and  a  lawsuit  forced  upon  us,  involve  heavy  ex- 
penditure. Still,  our  position  is  good,  and  we  have  a  good 
balance.  Most  of  these  items  of  expenditure  will  cease 
during  the  coming  session,  and  we  hope  that  every  year  our 
position  will  be  stronger  and  firmer. 

Our  number,  and  the  usual  attendance  continue  favour- 
able. Indeed,  the  average  attendance  has  been  higher  than 
that  of  many  societies.  I  hope  that  the  same  kindly  spirit, 
both  social  and  intellectual,  which  has  prevailed  amongst  us 
will  long  continue,  and  that  under  the  direction  of  our  new 
president,  Dr.  Grigg,  this  society  will  evince  a  still  higher 
progressive  spirit,  which  will  reflect  credit  on  himself  and  the 
entire  Society. 

And  now,  gentlemen,  in  vacating  this  chair,  let  me  thank 
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you,  one  and  all,  and  especially  the  executive  officers,  for 
your  invariable  courtesy  and  valuable  assistance.  I  do  not 
regret  that  I  have  been  unusually  silent  in  the  chair,  for  I 
firmly  believe  that,  except  when  appealed  to,  like  the  Speaker 
in  the  House  of  Commons,  a  President's  words  should  be  few 
and  far  between.  His  duty  is  to  keep  order  and  regulate 
discussions,  and  to  get  as  much  information  out  of  the  Fellows 
as  he  can  elicit,  not  only  for  them,  but  for  himself  and  all 
those  interested  in  the  discussions  which  take  place.  At  any 
rate  I  have  done  my  best  to  serve  you,  and  I  hope  I  have  not 
disappointed  you.  I  trust  also  that  if  I  have  not  equalled 
some  of  my  talented  and  distinguished  predecessors,  I  have 
yet  done  something  to  keep  up  the  dignity  of  the  Society, 
and  to  maintain  that  high  social  good  feeling  which  gilds 
much  that  is  often  very  perplexing.  I  thank  you  all  for  the 
honour  conferred  upon  me,  and  for  that  presidential  mantle 
which  I  now  throw  over  Dr.  Grigg's  shoulders,  and  which, 
being  broad  and  strong,  he  will,  I  am  sure,  carry  with  credit. 
There  remain  many  points  in  our  branch  of  study  which 
requires  elucidation,  many  practices  which  require  amend- 
ment I  have  noted  some  of  these  in  my  summary.  There 
is  no  lack  of  brains  amongst  us.  Let  wisdom  be  justified  of 
her  children.  Let  it  be  pure,  based  on  truth  and  science. 
Let  it  be  peaceable,  ix.y  expressed  in  language  which  is  not 
abusive  and  offensive,  but  entirely  philosophical,  even  gentle 
when  set  forth,  and  merciful  towards  those  who  have  com- 
mitted errors  themselves,  but  always  without  partiality.  This 
will  give  a  stability  to  our  work  which  will  disarm  all  unkind 
antagonism,  and  place  your  Society  on  the  highest  pinnacle 
of  science. 

The  Society  then  adjourned. 


14  The  British  Gynecological  Society. 


THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  January  22,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  23  Fellows,  5  Visitors. 

The  following  was  elected  a  member  of  the  Society : — Dr. 
Schoekman,  Ceylon.  The  following  was  proposed  for  elec- 
tion : — Dr.  Thomas  Eastes,  Folkestone. 

Dr.  Spanton  showed  specimens  of  tumours  which  he 
had  recently  removed.  The  first  was  a  dermoid  ovarian 
tumour  removed  from  a  married  woman  aged  twenty-three. 
There  was  a  history  of  irregular  menstruation,  and  three 
weeks  before  the  operation  she  had  an  attack  of  severe  pelvic 
inflammation.  The  tumour  proved  to  be  a  multilocular 
ovarian  cystoma,  the  cysts  being  filled  with  an  oily  thick 
fluid  and  contained  hair,  some  of  which  was  growing  from 
the  cyst  wall.  There  were  strong  pelvic  adhesions,  which 
were  only  separated  with  difficulty.  Some  peritonitis  fol- 
lowed the  operation,  but  recovery,  though  slow,  was  ultimately 
complete. 

The  case  was  one  of  dermoid  tumour  of  the  right  ovary, 
taken  from  a  single  woman,  aged  forty-two,  who  had  been 
sent  on  to  him  by  Dr.  Warrington.  The  tumour  had  been 
tapped  by  Dr.  Warrington  in  June  last,  eight  pints  of  dark 
fluid  having  been  evacuated.  This  was  followed  by  a  sharp 
attack  of  peritonitis,  most  marked  on  the  left  side.  The 
tumour,  which  was  removed  on  January  20th,  had  a  very 
thick  short  pedicle,  and  turned  out  to  be  a  multilocular  der- 
moid ovarian  cystoma,  containing  sebaceous  matter  and  hair 
in  some  of  the  cysts,  thick  colloid  material  in  the  others. 
The  largest  cyst  contained  a  dark  treacly  fluid,  and  was 
firmly  adherent  to  the  pelvis,  in  the  neighbourhood  of  the 
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site  of  the  trocar  puncture.  The  patient  was  apparently  on 
the  road  to  recovery. 

Mr.  Lawson  Tait,  in  connection  with  certain  recent 
preparations  that  he  was  about  to  show,  said  that  he  was 
obliged  to  refer  to  a  case  in  which  he  had  removed  the 
appendages  from  a  married  lady  aged  thirty-nine,  the  speci- 
mens having  been  exhibited  to  the  Society  in  December, 
1888.  The  record  of  the  exhibition  of  the  specimens  was  to 
the  effect  that  soon  after  her  second  confinement  she  con- 
tracted gonorrhoea  from  her  husband,  and  she  had  never 
known  what  it  was  to  be  well  since.  She  had  led  a  life  of 
single  misery  for  several  years.  Then  she  married  again,  but 
her  health  did  not  improve,  and  she  never  became  pregnant 
by  her  second  husband,  so  that  ever  since  nineteen  or  twenty 
she  had  been  absolutely  sterile.  During  the  last  seven  years 
she  had  been  the  patient  of  a  distinguished  gynaecological 
baronet,  who  had,  however,  failed  to  relieve  her.  Ultimately, 
she  had  been  referred  to  him  (Mr.  Tait),  and  he  had  operated. 
She  had  double'pyosalpinx  of  old  standing,  and  it  was  very 
difficult  to  say  which  was  tube  and  which  was  ovary.  There 
were  abscesses  in  both  ovaries,  and  if  he  had  attempted  to 
tap  them  from  the  vagina  he  would  have  been  obliged  to  tap 
several  cavities.  Instead  of  doing  anything  of  the  kind,  he 
opened  the  abdomen  a  month  since,  and  the  patient  was  now 
practically  cured.  A  case  like  that  was  worth  a  dozen  hypo- 
thetical imaginations.  There  was  a  woman  who  had  been  an 
invalid  for  years,  who  could  have  been  relieved  at  any  time, 
who  had  been  under  the  care  of  all  the  well-known  specialists 
of  London,  many  of  whom  had  declared  that  there  was 
nothing  the  matter. 

Shortly  after  the  display  of  the  specimens  at  the  Gynaeco- 
logical Society,  the  patient  was  attacked  by  haematocele  in 
the  left  broad  ligament,  a  condition  which  is  well  known  to 
threaten  a  certain  proportion  of  such  cases  after  operation. 
This  interfered  with  her  convalescence,  which,  instead  of 
being  smooth  and  uniform,  was  interrupted  by  recurrences  of 
haemorrhage  and  attacks  of  pain.     In  May,  1890, 1  saw  her 
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in  London  with  her  medical  attendant,  and  found  that  the 
hematocele  had  broken  down  and  become  purulent  I 
therefore  emptied  its  cavity,  and  from  this  time  forward  for 
some  months  her  progress  was  satisfactory.  A  slight  recur- 
rence took  place  in  August,  and  again  her  convalescence  was 
impeded.  During  my  absence  in  Italy  a  fresh  effusion  of 
blood  occurred  into  the  broad  ligament,  which  will  require  to 
be  dealt  with  on  this  occasion  by  incision  and  drainage.  It 
will  be  seen,  therefore,  that  the  observations  of  Sir  Spencer 
Wells  at  the  Obstetrical  Society  were  quite  unjustifiable,  to 
the  effect  that "  the  patient  had  never  been  well  since  the 
operation,  but  very  much  worse  than  before,  and  her  case,  in- 
stead of  being  a  cure,  was  a  deplorable  and  disastrous 
failure,"  and  he  (Sir  Spencer)  "  had  seen  several  cases  quite 
as  discreditable."  Mr.  Tait  protested  against  such  remarks, 
which  would  be  improper  and  altogether  discreditable  even  if 
the  case  had  been  a  failure,  for  there  was  no  surgical  opera- 
tion in  which  failure  was  unknown.  As  a  matter  of  fact,  the 
case  is  progressing  slowly  but  perfectly  surely  towards  com- 
plete cure,  and  if  the  >elief  which  is  required  is  given 
properly  the  ultimate  success  will  be  assured.  The  complica- 
tion is  one  which  happens  in  a  certain  proportion  of  cases,  in 
spite  of  every  care  and  all  possible  skill  which  is  taken,  and  it 
is  absurd  to  describe  the  case  as  a  failure.  Mr.  Tait  depre- 
cated personalities,  but  said  that  if  recriminations  were  per- 
missible it  would  be  easy  to  allege  cases  by  the  dozen  in 
which  the  neglect  to  diagnose  or  treat  cases  of  this  kind  had 
subjected  patients  to  years  of  suffering,  which  they  might 
have  been  spared  if  the  operation  which  ultimately  brought 
about  a  restored  condition  of  health  had  been  undertaken 
earlier.  Even  supposing  that  in  such  a  case  a  failure  were  to 
be  the  result,  he  doubted  very  much  as  to  whether  the  dis- 
creditable nature  of  the  result  was  anything  like  so  serious  as 
that  in  the  case  of  a  specimen  which  he  then  showed.  It 
was  a  solid  ovarian  tumour  removed  from  a  lady  at  Tiverton. 
The  existence  of  the  tumour  was  diagnosed  at  the  age  of 
twenty-two,  and  the  patient  was  taken  by  her  medical  attend- 
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ant,  Dr.  Mackenzie,  to  Sir  Spencer  Wells.  At  that  time  she 
was  engaged  to  be  married,  and  the  decision  was  given  that 
nothing  could  be  done  for  the  relief  of  the  tumour  because 
the  uterus  was  involved  ;  and  the  girl,  with  her  parents  and 
her  fianci%  were  allowed  to  linger  on  for  six  long  years,  until 
in  October  last  she  was  sent  to  Mr.  Tait  for  diagnosis  and 
possible  treatment  The  uterus  was  pressed  down  by  a  huge 
solid  tumour,  which  occupied  the  whole  of  the  abdomen,  but 
the  uterus  did  not  seem  to  him  to  be  involved.  He  decided, 
therefore,  to  explore,  and  it  was  found  to  be  a  simple  ovarian 
tumour,  having  no  connection  with  the  uterus,  with  the 
exception  of  a  narrow  pedicle  about  three  inches  long. 

The  tumour  was  removed  with  the  greatest  ease  and  the 
patient  made  an  easy  and  uninterrupted  recovery,  so  much  so 
indeed  that  she  is  about  shortly  to  be  married.  He  was 
strongly  of  the  opinion  that  men  who  made  such  ludicrous 
blunders  in  diagnosis  were  not  those  who  ought  to  cast 
stones.  Before  condemning  a  patient  to  such  a  weary  term 
of  penal  servitude  as  this  poor  girl  and  her  friends  had 
endured  it  was  every  practitioner's  duty  to  adopt  the  prin- 
ciple of  exploratory  incision.  The  next  case  belonged  to 
exactly  the  same  category.  The  patient  had  been  seen  by 
the  President  of  the  Obstetrical  Society  and  had  been  con- 
demned as  an  altogether  hopeless  case  some  six  years  before 
when  the  tumour  was  vastly  smaller  than  the  one  he 
produced.  It  was  the  old  story,  nothing  could  be  done. 
But  an  exploratory  incision  confirmed  the  diagnosis  that  it 
was  a  solid  uterine  myoma  with  a  very  good  pedicle  and 
the  tumour  was  removed  without  any  difficulty,  and  if  the 
result  was  not  satisfactory  then  it  would  be  another  in  the 
list  of  "  deplorable  and  disastrous  failures  "  resulting  from  the 
non-adoption  of  the  principles  of  exploration  and  early 
exploration. 

The  last  specimen  which  Mr.  Tait  had  to  show  was 
perhaps  more  discreditable  than  any.  It  was  a  case  of  simple 
cyst  of  the  broad  ligament  The  gentleman  under  whose 
care  she  had  fallen  in  the  first  instance  in  spite  of  the  enor- 
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mous  number  of  cases  in  which  these  tumours  had  been 
removed  with  signal  success  by  enucleation,  had  left  a 
considerable  portion  of  the  tumour  in  the  pelvis,  embraced 
by  the  folds  of  the  broad  ligament  It  is  more  than  fifteen 
years  since  Dr.  Myer  first  showed  how  the  principle  of 
enucleation  could  be  applied  to  sessile  tumours,  and  this  had 
been  uniformly  adopted  by  almost  every  surgeon  of  note 
engaged  in  this  practice,  and  yet  we  find  in  the  year  1890  a 
distinguished  metropolitan  surgeon  cutting  a  mass  of  tumour 
off  and  leaving  it  to  form  a  suppurating  cavity  deep  down  in 
the  pelvis.  Of  course  the  thing  did  not  heal,  never  could 
heal,  as  the  cavity  left  contained  nearly  a  pint  of  putrid  pus 
which  oozed  bit  by  bit  from  the  abdominal  wound.  He  re- 
opened the  wound,  the  edge  of  the  remains  of  the  cyst  was 
easily  detached  by  slight  strokes  of  the  fingers,  and  the  base 
of  the  tumour  was  easily  removed  along  with  an  ovary  in 
which  there  was  an  abscess  and  a  closed  and  suppurating 
Fallopian  tube.  The  patient  made  an  easy  and  admirable 
recovery  and  the  wound  is  now  nearly  healed. 

Dr.  ROUTH  observed  that  it  was  a  pity  to  attack  fellow 
members  of  the  profession  belonging  to  other  societies  who 
were  not  present  to  defend  themselves.  It  was  neither 
courteous  nor  according  to  the  rules  of  professional  etiquette. 
He  suggested  that  before  they  condemned  these  gentlemen 
it  would  be  well  to  investigate  the  circumstances  of  each  case 
as  far  as  this  might  be  possible  with  a  view  to  a  fair  and 
impartial  enquiry,  and  for  this  purpose  he  proposed  that  a 
committee  be  appointed  who  could  mak  e  it  their  duty  to 
ascertain  how  far  the  strictures  complained  of  were  justifiable. 

Dr.  Fancourt  Barnes  said  he  cordially  seconded  the 
proposal  though  on  somewhat  different  grounds  from  those 
urged  by.  the  mover.  He  was  sure  that  the  statements 
advanced  by  Mr.  Tait  could  be  substantiated  and  he  thought 
that  a  committee  of  the  kind  suggested  would  be  enabled  to 
give  a  judicial  decision  on  the  points  at  issue. 

Dr.  Hugh  Fenton  pointed  out  that  however  undesirable 
such  recriminations  might  be  the  responsibility  did  not  lie 


Discussion  on  Mr.  Taits  Cases.  19 


with  Mr.  Tait  who  had  not  initiated  the  controversy.  He 
insisted  upon  the  fact  that  the  ex  parte  statement  that  these 
cases  were  failures  had  been  made  at  another  society,  at 
which  several  of  their  own  members  had  from  time  to  time 
found  the  greatest  difficulty  in  obtaining  a  full  hearing  for 
their  views,  and  the  fellows  of  this  society  were  therefore 
driven  to  speak  where  at  least  they  could  be  patiently 
listened  to.  He  would  undertake  to  say  that  if  any  of  those 
gentlemen  who  had  so  severely  commented  upon  some  of 
Mr.  Tait*s  cases  chose  to  come  before  their  society,  they 
would  be  certain  of  having  ample  opportunity  of  stating  their 
views.  However,  seeing  that  these  gentlemen  were  unlikely 
to  attend  a  meeting  of  this  society  for  that  purpose  he 
thought  it  was  an  excellent  proposal  to  appoint  a  committee 
to  inquire  into  the  allegations,  thoroughly  sifting  the  matter 
by  taking  evidence  from  the  critics,  Mr.  Tait,  the  patients 
themselves  and  examining  the  specimens. 

This  course  would  be  straightforward  and  in  the  interests 
of  science,  and  he  also  believed  would  lead  to  clearing  up 
what  after  all  were  probably  misconceptions  of  good  work 
done  on  both  sides. 

Mr.  Tait  said  he  hailed  with  satisfaction  the  proposal  made 
by  Dr.  Routh,  and  he  would  place  the  specimens  and  the 
histories  of  the  cases  unreservedly  at  the  disposal  of  the 
committee  to  investigate  and  report  upon. 

The  motion  to  appoint  a  committee  was  agreed  to,  where- 
upon Dr.  R.  T.  Smith  moved  that  the  committee  consist  of 
Mr.  Jessett,  and  Drs.  Heywood  Smith  and  Edis. 

Mr.  Jessett  asked  what  was  to  be  the  nature  of  the 
inquiry. 

Dr.  Heywood  Smith  observed  that  it  would  be  neces- 
sary to  apply  to  the  gentlemen  in  question,  and  this  might 
prove  a  disagreeable  proceeding. 

Dr.  Edis  said  he  would  be  glad  to  lend  his  assistance  to 
elucidate  the  truth,  but  he  thought  it  would  be  more  satis- 
factory if  they  could  have  an  interview  with  the  patients. 
He  asked  Mr.  Tait  whether  this  would  be  possible  ? 
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Mr.  Tait  said  he  could  not  of  course  give  any  guarantee, 
but  he  thought  it  would  be  feasible  at  any  rate  in  regard  to 
the  first  two.  He  added  that  when  he  saw  the  report  of 
the  discussion  in  the  medical  journals  he  had  written  to 
the  Secretary  of  the  other  society  .for  permission  to  appear 
and  defend  his  position,  and  he  had  received  a  most  ingenious 
letter  in  reply,  which,  while  not  denying  the  permission 
practically,  barred  the  way. 

Dr.  Purcell  then  formally  moved  the  appointment  ot 
the  three  gentlemen  on  the  committee,  and  the  motion  was 
carried  by  eleven  votes  to  two. 

Dr.  Parsons  asked  Mr.  Tait,  in  reference  to  the  first  case, 
how  he  had  substantiated  the  history  of  an  attack  of  gonor- 
rhoea seventeen  years  before  ? 

Mr.  TAIT  said  that  the  fact  had  been  clearly  proved  in 
the  law  courts,  for  the  case  had  been  a  "  cause  c61&bre."  The 
patient  had  narrated  the  fact  which  had  been  admitted  by 
her  husband,  and  she  had  never  recovered  from  the  attack. 
He  mentioned  an  exactly  similar  case  to  which  he  had  been 
called  by  the  President.  The  patient  in  that  case  had  been 
for  a  long  time  under  the  care  of  Dr.  Matthews  Duncan,  but 
she  did  not  get  better,  and  when  she  came  under  the  care  of 
Dr.  Grigg,  he  (Mr,  Tait)  had  been  asked  to  remove  the 
appendages.  He  operated  and  found  the  ovaries  and  tubes 
filled  with  the  most  horrible  stinking  pus,  which  he  had 
handed  to  Dr.  Duncan,  but  the  fact  did  not  seem  to  have 
impressed  itself  upon  Dr.  Duncan's  mind  in  favour  of  such 
operations. 

Dr.  Heywood  Smith  showed  a  fibrous  tumour  which  he 
had  removed  that  morning  from  a  patient  aged  forty-one, 
married  eighteen  years,  and  the  mother  of  three  children,  the 
last  nearly  thirteen  years  ago.  For  six  years  past  she  had 
been  suffering  from  metrorrhagia  and  menorrhagia.  He  had 
noted  as  a  point  of  interest  in  the  family  history  that  her 
maternal  grandmother  had  died  at  the  age  of  fifty-seven  of  a 
fibroid  tumour.  He  had  intended  to  remove  the  uterus  also 
as  it  was  considerably  enlarged    with  a  fibroid  with  the 
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tumour,  but  on  opening  the  abdomen  he  found  the  right 
tumour  in  the  folds  of  the  broad  ligament,  which  he  split  open 
and  shelled  the  tumour  out.  He  tied  the  pedicle  and  would 
have  proceeded  to  remove  the  uterus  as  he  had  intended  but 
he  was  warned  by  the  anaesthetist  that  the  patient  was 
suffering  very  severely  from  shock,  so  he  abandoned  this  part 
of  the  operation,  removing,  however,  the  ovaries  and  the 
tubes,  both  of  which  were  cystic ;  closing  up  the  wound  in  the 
usual  way. 

Dr.  Heywood  Smith  also  showed  a  specimen  which  he 
said  was  of  considerable  interest,  so  much  so  that  he  wished  it 
to  be  referred  to  the  committee  for  examination  and  report, 
as  to  whether  it  was  a  double  uterus  or  not.  He  had 
operated  on  September  22nd,  the  patient  being  a  woman 
married  eighteen  years  ago,  but  had  no  children.  She  had 
felt  the  tumour  two  years  ago,  but  it  had  grown  very  rapidly 
of  late.  The  sound  passed  eight-and-a-half  inches  into  the 
uterus.  The  day  before  the  operation,  thinking  it  might  be 
possible  to  get  the  tumour  down,  he  had  incised  the  cervix, 
and  the  next  day  he  found  that  the  tumour  was  projecting 
through  the  os  uteri.  He  cut  through  the  uterus  only  about 
two-thirds  down  but  not  into  the  tumour,  and  shelled  out  the 
lower  segment  from  the  cervix.  He  had  some  difficulty  with 
regard  to  the  lateral  arteries,  which  were  very  large,  but  this 
he  ultimately  overcame  and  closed  the  stump  by  stitching  the 
peritoneum  over  it,  treating  it  by  the  intra-peritoneal  method. 

The  same  result  happened  as  narrated  by  Dr.  Goffe,  of 
New  York,  Amer.  Jour.  Obstet.,  April,  1890,  viz.,  eight  to 
ten  days  after  the  operation  internal  suppuration  took  place. 
He  passed  a  sound  into  the  os  uteri  and  let  out  the  pus,  and 
the  woman  got  perfectly  well.  He  particularly  wished  to 
know  in  relation  to  this  specimen  whether  the  tumour  that 
shelled  out  was  from  the  wall  of  the  uterus,  or  whether  it  was 
a  case  of  double  uterus ;  as  the  uterus  appeared  clinging  to 
the  upper  portion  of  the  tumour,  and  there  was  left  quite  two 
inches  of  cervix. 

Mr.  LAWSON  Tait  said  it  did  not  look  like  a  double 
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uterus  and  he  pointed  out  that  in  cases  of  double  uterus  the 
appendages  were  duplicated.  In  this  case  the  appendages 
appeared  to  have  been  normal  and  symmetrical.  The  tumour 
was  a  soft  cedematous  tumour  of  the  posterior  wall  of  the 
uterus  exactly  like  one  case  he  had  operated  upon. 

Dr.  W.  Chapman  Grigg  then  delivered  the  following 
inaugural  address : — 

A    Quinquennial  Retrospect. 

Looking  back  upon  the  history  of  the  twin  subjects  which 
have  engaged  our  attention  during  the  past  few  years,  I  have 
been  struck  by  the  changes  that  have  taken  place  in  con- 
tcniporaneous  professional  opinion  on  various  points  and  on 
the  evolution  of  thought  and  practice  which  have  marked 
the  period.  I  am,  therefore,  tempted  to  imitate  the  prudent 
method  of  large  business  companies,  and  to  endeavour,  within 
the  measure  of  my  ability,  to  sum  up  and  specify  the  pro- 
gress effected  during  the  last  five  years — in  fact,  to  strike 
what  I  may  call  an  intellectual  balance-sheet  for  the  quin- 
quennial period.  Before  entering  upon  the  subject,  however, 
it  behoves  me  to  say  a  few  words  in  respect  of  the  two  dis- 
tinguished obstetricians,  now  gone  to  their  rest,  whose  names 
are  known  wherever  obstetrics  are  studied  as  a  science.  Let 
me  speak  in  the  first  place  of  Louis  Adolphe  Neugebauer, 
Professor  of  Gynaecology  at  the  University  of  Warsaw,  who 
died  on  the  last  day  of  the  meeting  of  the  International 
Medical  Congress  at  Berlin.  A  man  of  large  intellect,  of 
unwearied  industry,  a  neat  and  most  painstaking  operator,  he 
devoted  his  whole  life  to  the  furtherance  of  his  profession, 
and  to  the  relief  of  sufferings  peculiar  to  the  female  sex.  He 
entertained  a  great  admiration  for  English  operators,  espe- 
cially in  his  own  branch.  He  detected  our  shortcomings, 
but  appreciated  the  boldness  and  skill  of  our  pioneers  in 
abdominal  surgery. 

The  second  is  one  who,  in  the  course  of  a  laborious  and 
well-filled  lifetime,  did  much  to  clear  up  moot  points  in  obstet- 
rics and  gynaecology,  and  to  add  to  the  dignity  and  therapeu- 
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tical  resources  of  his  art  I  am,  of  course,  alluding  to  the 
late  Dr.  Matthews  Duncan.  It  would  be  affectation  not  to 
admit  that  his  views  and  ours  were,  in  many  respects,  dis- 
tinctly and  irreconcilably  at  variance.  Great  as  were  his 
attainments,  and  unquestionable  as  was  his  scientific  acumen, 
he  did  not  take  kindly  to  the  methods  which,  in  other  hands, 
have  shed  so  much  lustre  upon  gynaecology  as  a  curative  art, 
and  have  done  so  much  to  raise  it  from  the  level  of  the 
sheerest  empiricism  to  a  position  approximating  that  of  an 
exact  science.  Duncan  on  the  one  hand,  with  Tait  and 
Bantock  on  the  other,  represent  the  old  and  new  school  of 
gynaecology.  It  is  a  curious  fact  that  Duncan  and  Tait, 
these  two  irreconcilable  adversaries,  met,  so  far  as  I  am 
aware,  on  only  one  or  two  occasions  in  consultation,  and 
their  first  meeting,  by  a  curious  coincidence,  was  over  a 
case  of  my  own.  It  was  the  first  time  that  Dr.  Duncan  had 
an  opportunity  of  witnessing  Mr.  Tait's  method  of  operat- 
ing, and  his  remarks  to  me  on  that  occasion  are,  perhaps, 
worth  recording.  After  thanking  me  for  having  afforded  him 
the  opportunity  of  assisting  at  and  witnessing  the  operation, 
Dr.  Duncan  observed, "  Mr.  Tait  is  a  remarkable  man.  He 
does  his  operations  in  the  exactly  opposite  way  to  that  we 
are  taught,  and  yet  he  succeeds  in  attaining  the  object  which 
we  all  desire."  Later  on,  he  seems  to  have  entertained  less 
charitable  views  on  Mr.  Tait's  theories  and  methods,  and  he 
subsequently  placed  himself  in  a  position  directly  antagonis- 
tic to  modern  practice.  I  need  not  here  discuss  the  possible 
reasons  which  led  to  this  divergence  of  thought.  I  have 
heard  Dr.  Duncan  lament,  and  the  fact  may  not  be  foreign  to 
his  general  attitude,  that  he  had  never  held  any  surgical 
appointment  as  a  young  man — a  fact  to  which  he  attributed 
his  want  of  operative  skill  in  later  life.  With  Dr.  Duncan 
has  disappeared  the  champion  of  a  system  which  is  fast 
becoming  obsolete.  The  gynaecologist  and  the  obstetrician, 
conscious  of  their  ability  to  deal  successfully  with  a  large 
and  ever-extending  class  of  cases  formerly  left  to  their  un- 
happy fate,  not  unnaturally  resent  the  monopoly  which  the 
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general  surgeon  seeks  to  arrogate  to  himself,  and  claim  the 
right  to  perform  the  special  operations  which  fall  within  the 
legitimate  scope  of  his  department. 

Returning,  however,  to  my  subject,  I  may  fairly  congratu- 
late the  Society  upon  the  highly  satisfactory  advance  in 
numbers  and  influence  which  has  taken  place  during  the  past 
five  years.  We  now  stand  on  a  sure  footing,  and  have  con- 
quered for  ourselves  an  unquestioned  position  in  the  gynaeco- 
logical world.  Our  proceedings  are  recorded  in  a  journal 
which  reflects  the  greatest  credit  upon  the  energy  of  our 
editor,  and  serves  not  only  to  keep  our  provincial  Fellows  au 
courant  with  every  step  in  advance  of  medical  science,  but  it 
also  enables  them  to  form  an  opinion  upon  important  matters 
of  medical  policy  should  they  arise,  as  in  the  case  of  the 
Registration  of  Midwives  Bill.  Although  medical  politics 
form  no  integral  part  of  the  proceedings  of  a  scientific  Society 
like  ours,  the  exhaustive  discussion  which  occupied  the  atten- 
tion of  the  Society  during  the  concluding  meetings  of  our 
last  session  cannot  have  failed  to  enlighten  the  profession  and 
the  public  on  the  main  points  at  issue.  The  propriety  of 
such  discussions  has  been  questioned,  and  it  must  be  obvious 
that  on  such  a  subject  they  are  pregnant  with  influence  on  the 
future  of  the  profession  at  large.  It  would  be  as  unreason- 
able to  object  to  the  time  of  Parliament  being  taken  up  with 
discussing  questions  of  State  policy — of  war  or  peace,  protec- 
tion or  free  trade — or  other  subject  of  primordial  importance 
instead  of  devoting  attention  exclusively  to  private  legisla- 
tion. Such  a  question  as  that  of  the  education  and  training 
of  midwives  is  fraught  with  more  importance  to  the  well-being 
of  the  community  than  the  most  brilliant  and  ingenious 
innovation  in  the  matter  of  this  or  that  difficult  operation ; 
for  the  latter  can,  at  most,  apply  to  a  limited  number  of 
individual  cases,  while  the  other  is  one  of  truly  national 
concern.  I  only  hope  that  as  a  result  of  the  discussion,  which 
it  will  be  to  the  honour  of  the  Society  to  have  initiated, 
legislative  action  will  be  taken,  with  all  the  precautions  and 
restrictions  which  collective  experience  has  suggested  for  the 
protection  of  the  public  and  of  the  profession. 
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It  is  much  to  be  regretted  that  the  opponents  of  this  Bill 
did  not  consider  the  subject  from  a  broader  and  juster  stand* 
point  It  seems  to  me  that  those  who  have  at  heart  the  social 
and  physical  well-being  of  their  profession  ought  to  hail  with 
pleasure  any  measure  which  would  have  for  effect  to  put  a 
stop  to  attendance  on  midwifery  cases  by  medical  men  for 
sums  of  half-a-guinea  and  under.  It  is  not  only  degrading  to 
the  profession  and  to  the  men  who  are  addicted  to  it,  but  I 
would  protest  against  it  in  behalf  of  the  women  themselves. 
In  these  ill-paid  cases  the  practitioner  is  compelled  by  the 
exigencies  of  private  practice  to  hasten  on  delivery  by  the  use 
of  instruments,  &c,  instead  of  giving  nature  a  fair  chance  to 
accomplish  her  own  work.  From  a  large  experience  as 
physician  to  the  largest  lying-in  hospital  in  England,  as  well 
as  obstetric  physician  to  a  general  hospital,  I  do  not  hesitate 
to  say  that  the  majority  of  cases  which  come  under  my 
notice  for  injuries  received  during  delivery  are  not  those 
which  have  been  attended  by  midwives,  but  those  in  which 
medical  men  or  their  assistants  have  expedited  labour  to  the 
best  of  their  ability.  I  feel  sure  that  all  men  who  have  much 
to  do  with  this  class  of  cases  will  bear  me  out  in  saying  that 
more  harm  accrues  from  what  I  may  term  "  labour  under 
pressure,"  than  from  the  consequences  of  delay,  which  are, 
after  all,  about  the  worst  that  can  happen  in  the  case  of  a  too 
patient,  and  not  too  discriminating,  midwife.  Sir  James 
Simpson  used  to  relate  that  an  old  pupil  of  his  practising  in 
a  large  manufacturing  district,  boasted  of  having  turned  in 
over  "  a  couple  of  thousand  cases,"  and  he  used  facetiously  to 
remark  that  when  God  established  the  laws  of  natural  labour 
he  forgot  to  allow  for  the  accoucheur.  An  old  practitioner  in 
one  of  the  poorer  suburban  districts,  once  informed  me  that 
he  had  applied  the  forceps  in  more  than  a  thousand  cases 
with,  he  added,  "  very  few  deaths."  Can  any  man,  skilled  in 
the  diseases  of  women,  conscientiously  deny  that  injuries 
which  are  directly  attributable  to  such  acts  by  medical  men 
are  numerically  far  more  grave  and  in  the  long  run  far  more 
fatal  than  those  due  to  mere  neglect  or  mismanagement  of 
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labour  by  unskilful  midwives?  Again,  in  judging  of  the 
effect  of  this  Bill  upon  medical  practice,  practitioners  are  apt 
to  estimate  the  influence  of  the  introduction  of  a  higher  class 
of  midwives  by  what  they  know  of  the  present  couche  of 
midwives.  These  being  for  the  most  part  utterly  and  hope- 
lessly ignorant  of  the  first  principles  of  their  art,  dread  calling 
for  medical  assistance  for  fear  of  exposure  and  consequent 
damage  to  their  reputation,  and  they  would  prefer  to  risk  the 
loss  of  a  life  to  incurring  the  condemnation  of  a  doctor,  which 
would  infallibly  damage  their  practice.  The  skilled  midwife 
on  the  other  hand  has  been  taught  as  an  essential  part  of  her 
training  to  look  for  protection  and  assistance  at  the  hands  of 
medical  men,  and  she  will  early  and  readily  seek  his  aid  in  all 
difficult  cases,  realising  as  she  will  do  the  danger  attending 
delay.  I  hope  I  shall  not  be  regarded  as  a  traitor  to  fellow 
practitioners  in  my  department  of  practice,  if  I  affirm  that 
parturient  women  as  a  rule  would  fare  better  if  placed  in  the 
hands  of  skilled  trained  midwives  under  the  surveillance  of 
the  medical  man,  the  plan  which  obtains  in  all  lying-in  insti- 
tutions and  maternity  charities.  It  is  not  unfair  to  say  that 
the  results  at  these  institutions  compare  favourably  with 
the  results  of  labours  in  private  practice,  and  especially  with 
those  attended  by  the  busy  practitioner,  who,  if  he  has  the 
patience,  has  not  the  time  to  leave  his  cases  sufficiently  to 
nature. 

The  hue  and  cry  against  the  introduction  of  trained  mid- 
wives  is  on  a  par  with  that  which  I  am  old  enough  to 
remember  following  on  the  proposal  to  have  properly-trained 
nurses  and  monthly  nurses.  The  old  Mother  Gamp  was  the 
ideal  of  the  accoucheur,  just  as  the  charwoman  and  floor 
scrubber  quA  nurse  of  my  youth  seems  to  have  been  the  ideal 
nurse  of  the  surgeons.  The  same  disastrous  effects  on  the 
general  practitioner  were  foretold,  the  same  interested  opposi- 
tion was  excited.  I  trust  that  narrow  petty  views  of  pro- 
fessional interest  will  not  mar  the  progress  of  legislation. 
Should  it  be  carried  out,  however,  I  hope  it  will  be  on  the 
basis  of  a  thorough  and  serious  course  of  training,  commen- 
surate with  the  importance  of  the  subject. 


Address  by  Dr.  Grigg.  27 

When  this  Society  was  founded,  only  about  six  years 
since,  not  only  the  prevalence,  but  the  very  existence  of  dis- 
eased conditions  of  the  Fallopian  tubes  calling  for  operative 
interference  was  disputed  and  the  veracity  of  the  greatest 
of  living  operators  was  called  in  question  by  men  of  standing 
in  the  teaching  world,  who  did  not  hesitate  to  stamp  such 
diagnoses  as  mythical  and  the  operations  for  their  relief  as 
unjustifiable— designating  the  operator  as  a  "spayer."  It 
needed  a  reminder  that  the  reasons  which  alone  could  be 
held  to  justify  such  an  appellation,  would  equally  authorise 
the  use  of  the  term  "  abortionists  "  to  those  who  induce  pre- 
mature labour  as  a  prophylactive  or  curative  measure.  Now 
it  is  often  possible  to  diagnose  with  certainty,  and  we  may 
operate  with  a  well-nigh  absolute  assurance  of  attaining  the 
objeqt  in  view.  I  do  not  propose  at  the  present  moment  to 
make  the  panegyric  of  those  eminent  Fellows  of  our  Society 
to  whom  we  are  so  largely  indebted  for  the  revolution  in 
pathological  views  and  operative  procedures  which  has  been 
so  successfully  accomplished.  These  achievements  speak 
for  themselves,  but  I  ask  you  to  accept  them  as  an  encourage- 
ment to  continued  efforts  in  this  direction  and  as  an  earnest 
of  future  progress. 

A  similar  revolution  has  taken  place  in  respect  of  the 
etiology,  pathology,  and  treatment  of  extra-uterine,  or — as 
Dr.  R.  Barnes  and  Mr.  Tait  prefer  to  call  it — ectopic  gesta- 
tion. The  success  which  has  followed  prompt  surgical  inter- 
vention under  certain  conditions  has  encouraged  humbler 
practitioners  of  our  art  to  do  their  best  to  save  lives  which 
must  otherwise  infallibly  be  sacrificed.  I  cannot  insist  too 
strongly  on  the  influence  which  these  departures  have  exer- 
cised, and  must  continue  to  exercise,  on  the  practice  of  our 
profession.  Formerly,  the  general  practitioner  did  not  feel 
justified  in  intervening — partly  because  he  doubted  his  own 
powers  of  diagnosis,  and  partly  because,  in  case  of  failure,  he 
would  have  been  accused  of  rashness  amounting  to  impudence. 
Now,  thanks  to  our  discussions  and  to  our  Journal,  his  diag- 
nostic powers  have  been  strengthened  and  extended,  and  he 
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has  the  weight  of  professional  opinion  on  his  side  in  refusing 
to  stand  by  while  the  unfortunate  victim  of  the  rupture  of  an 
extra-uterine  cyst  bleeds  to  death. 

Another  topic  among  those  which  must  continue  to  occupy 
our  attention  from  time  to  time,  is  that  of  the  electrolytic  treat- 
ment of  uterine  fibroids,  which  I  am  sanguine  enough  to 
believe  is  one  which  has  a  future  before  it,  though  in  a  re- 
stricted class  of  cases. 

With  reference  to  the  great  question  of  asepsis  versus 
antisepsis,  I  am  inclined  to  think  that  the  time  is  not  far 
distant  when*  antisepsis  will  be  looked  upon  as  a  curious  and 
an  interesting  phase  in  the  history  of  surgery ;  in  the  evolu- 
tion of  the  process  whereby,  as  Sir  James  Paget  has  observed, 
the  surgeon  mounted  to  and  attained  his  higher  ideal  of  the 
treatment  of  wounds.  It  is,  however,  my  opinion  that  anti- 
septics must  always  hold  their  sway  in  the  puer-perium  for 
reasons  which  I  cannot  here  discuss. 

Passing  on  to  consider  the  ethics  of  operative  procedures, 
it  must  not  be  overlooked  that  no  matter  how  great  the 
operator's  skill,  or  how  perfect  the  recovery  may  be  from  the 
operation,  the  entire  removal  of  an  organ,  even  if  diseased,  is 
not  of  the  highest  standard  of  the  healing  art.  There  are,  of 
course,  cases  in  which  the  prolongation  of  life  or  the  relief  of 
intolerable  suffering  may  justify  such  removal,  but  these  cases 
ought  always  to  be  regarded  by  medical  men  with  a  feeling 
of  humiliation,  and  not  of  pride,  for  our  object  would  better 
have  been  achieved  had  we  by  timely  interference,  prevented 
the  morbid  process  proceeding  to  this  length.  The  sur- 
geon's success  is  the  physician's  reproach,  and  it  must  ever 
be  our  hope  by  improved  methods  of  diagnosis  and  earlier 
treatment  to  save  our  patients  from  the  surgeon,  however  skil- 
ful. When  the  results  in  a  large  number  of  cases  have  been 
collected,  and  when  their  import  comes  to  be  considered,  it 
does  not  require  one  to  be  much  of  a  prophet  to  foresee  a 
reaction.  Surgery,  I  have  said,  is  the  opprobrium  of  medicine 
not  medicine  that  of  surgery.  The  greatest  operative  skill 
that  ever  man  possessed  must  pale  before  the  discovery  of  a 


Address  by  Dr.  Grigg.  29 

drug  or  of  an  agent  which  can  arrest  or  destroy  the  effects  of 
pathological  changes.  We  are,  I  believe,  on  the  threshold  of 
great  discoveries.  Another  century  will  not  pass  without 
increasing  our  therapeutical  resources  at  the  expense  of  the 
surgeon's  art. 

Another  wide  field  for  useful  observation  lies  in  the  sys- 
temic inquiry  into  the  after  effects  of  some  of  the  operations 
which  have  of  late  years  come  so  much  into  vogue.  Dr. 
Robert  Barnes  led  off  with  a  very  interesting  and  instructive 
paper  dealing  with  the  mental  and  functional  disturbances 
arising  after  removal  of  the  uterus  or  its  appendages.  It  has 
been  my  own  experience  to  meet  with  many  instances  in 
which  the  sufferings  have  not  been  diminished,  or  have  even 
been  exaggerated. 

It  seems  to  me  that  what  we  want  is  a  carefully-collated 
history  of  a  number  of  such  cases,  with  special  reference  to 
inherited  constitutional  tendencies  and  conditions  of  environ- 
ment. Properly  handled  such  a  collection  would  prove  in- 
valuable as  a  guide  to  practitioners  when  advocating  operative 
procedure  for  the  relief  of  this  kind  of  suffering. 

The  lateness  of  the  hour  prevents  my  touching  upon  the 
question  of  the  influence  of  antiseptics  during  parturition.  I 
believe  that  it  will  be  found  that  antiseptics  have  revolu- 
tionised the  rules  of  obstetric  practice,  and  the  treatment  of 
the  complications  of  childbed.  I  regret  to  see  how  little  has 
been  done  towards  the  amelioration  of  the  sufferings  of  child- 
bed, but  I  hope  some  member  of  the  Society  will  during  the 
coming  year  deal  with  this  subject  in  a  manner  worthy  of  its 
importance. 

Mr.  Lawson  Tait  moved  a  vote  of  thanks  to  the  Presi- 
dent for  his  admirable  address,  especially  in  regard  to  the 
suggestion  urging  an  inquiry  into  the  origin  of  certain  of  the 
cases  respecting  which  no  settled  data  or  reliable  conclusions 
were  available.  He  admitted  that,  whatever  the  case  might 
be  with  regard  to  the  employment  of  antiseptics  in  surgery, 
there  could  be  no  doubt  as  to  their  value  and  importance  in 
obstetrics.     He  was  unable  to  explain  the  apparent  dis- 
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crepancy.  That  point  opened  up  the  ground  for  an  investi- 
gation well  worthy  of  the  attention  of  their  Society,  which, 
as  the  President  had  justly  observed,  was  essentially  a  clinical 
society. 

Dr.  ROUTH  seconded  the  resolution,  and  expressed  his 
admiration  for  the  impartiality  shown  by  the  President  in  his 
able  review.  He  congratulated  the  Society  upon  having 
selected  a  President  who  was  disposed  to  take  a  broad  grasp 
of  the  subjects.  He  pointed  out  that  the  matter  that  came, 
before  the  Society  was  largely  inferential,  although  based  on 
facts.  The  facts  of  course  commanded  respect,  but  it  was 
permissible  to  anyone  to  maintain  that  the  inferences  drawn 
were,  not  such  as  could  properly  be  deduced  therefrom. 
Moreover,  it  was  perfectly  possible  to  differ  from  a  speaker  as 
to  the  validity  of  his  inferences  without  his  objection  being 
construed  as  a  mark  of  hostility  to  the  speaker.  They  were 
all  there  to  elucidate  difficulties  in  their  daily  practice,  and 
this  object  could  only  be  attained  by  free  and  fair  discussion 
for  all  science  was  founded  upon  truth. 

The  Society  then  adjourned. 
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Thursday,  February  12,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  28  Fellows,  5  Visitors. 

Dr.  R.  T.  Smith  read  the  following  case : — 

Pelvic  Abscess  proving  to  be  a  Case  of  Pyo-salpinx  with  Tuber- 
cular Deposit.    Under  the  care  of  R.  T.  Smith. 

A.  S.,  aet.  twenty-four,  married  two  years,  was  admitted 
into  the  Hospital  for  Women  on  February  8th,  1890,  with  the 
following  history  : — Fifteen  months  previously  she  had  had  a 
miscarriage,  but  with  the  exception  of  a  cough  her  health 
had  been  about  as  usual  until  nine  weeks  ago,  when  she  was 
seized  with  a  sudden  illness  which  from  that  time  has  kept 
her  in  bed.    The  catamenia  had  been  regular  from  the  occur- 
rence of  the  miscarriage,  occurring  once  a  month,  lasting  four 
days,  and  were  not  particularly  marked  by  pain.    The  present 
illness  began  in  this  wise :  two  days  after  the  catamenia  had 
ceased  she  was  taken  with  a  sudden  pain  in  the  lower  part 
of  the  abdomen,  and  then  it  soon  spread  over  the  whole ; 
there  was  no  vomiting,  no  distension,  she  had  no  shivers,  nor 
did  the  pain  compel  her  to  lie  with  her  legs  drawn  up.    This 
attack  was  followed  almost  immediately  by  a  profuse  black 
and  offensive  discharge,  which  has  continued  in  a  more  or 
less  amount  until  the  present  time:    Patient  attributes  all  to 
catching  cold  while  menstruating,  and  there  has  been  no  re- 
currence of  this  function  during  the  nine  weeks,  excepting  as 
manifested  in  the  black  discharge  above  mentioned.     She  is 
troubled  with  a  cough,  also  with  diarrhoea,  and  has  lost  flesh 
rapidly,  and  is  now  very  ill.    Condition  on  Admission. — Chest— 
Crepitation  is  heard  in  front  over  both  lungs,  and  tubercular 
breathing  in  patches.    Posteriorly,  crepitation  and  riles  are 
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heard  over  the  lower  third  of  both  lungs.  Temp.  102*  nocte. 
Pulse  frequent  Pelvis. — On  making  a  vaginal  examination, 
a  pelvic  swelling  was  detected,  and  three  facts  were  particu- 
larly noted,  (a)  that  the  uterus  lay  low  and  central  in  the 
pelvis,  and  was  quite  fixed  in  that  position ;  (£)  that  the  swell- 
ing was  in  front  of  and  to  the  left  of  the  uterus,  not  diffuse, 
but  having  a  boundary  and  being  somewhat  globular  in  shape  ; 
(r)  that  the  right  cul-de-sac  was  clear.  The  upper  border  of 
the  swelling  was  about  two  fingers'  breadth  above  the  pubes 
and  the  whole  was  of  a  hard  consistence. 

The  diagnosis  was  made  at  this-  time  of  a  pelvic  inflam- 
mation, probably  of  what  is  termed  the  pelvic-peritonitic 
variety,  and  not  of  the  pelvic-cellulitic  order.  For  three 
weeks  the  patient  was  treated  on  general  principles ;  rest  in 
bed,  quinine  and  mild  opiates,  with  some  little  relief  to  the 
symptoms;  but  the  temperature  continued  about  ioo°,  and 
there  was  no  diminution  in  the  swelling.  March  $tk. — 
Temperature  again  risen  to  102°.  Profuse  night  sweats.  A 
soft  area  can  now  be  felt  in  the  swelling  on  the  left  side 
and  it  feels  elastic  to  bimanual  pressure.  The  physical 
signs  in  the  chest  are  better.  March  10th — Of  the  two 
alternatives  of  aspiration  per  vaginam%  or  of  laparotomy 
which  now  lay  before  us  I  preferred  the  latter,  and  having  a 
maimed  hand  at  the  time,  my  colleague,  Dr.  B.  Fenwick, 
kindly  did  the  operation.  The  abdomen  was  opened  in  the 
median  line  and  a  tense  fluctuating  swelling  was  found  rising 
up  in  front  of  and  to  the  left  of  the  uterus ;  this  was  inti- 
mately adherent  to  the  intestines  and  was  everywhere  of  a 
deep  red  colour.  Having  cleared  about  two  square  inches  the 
swelling  was  aspirated,  but  the  pus  was  too  thick  to  flow  and 
was  very  foul,  the  sac  was  therefore  incised  to  the  extent  of 
one  and  a  half  inches,  and  its  edges  sewn  to  the  edges  of  the 
abdomen  incision,  with  a  glass  drainage  tube  lying  in  the  sac* 
The  immediate  result  was  a  slight  attack  of  what  used  to  be 
called  peritoneal  irritation,  *'.*.,  some  abdomen  distension  and 
diffuse  tenderness  for  two  days,  but  the  temperature  fell  to 
97.6  and  continued  at  that  for  thirteen  days ;  there  was,  how- 
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ever,  no  corresponding  improvement  in  the  pulse  which 
continued  to  be  quick — about  1 20  and  feeble.  But  little  pus 
escaped  from  the  tube,  the  patient  gradually  declined  and  in 
the  hope  of  aiding  the  exit  of  the  pus  and  the  contraction  of 
the  abscess  sac  I  made  a  counter-opening  in  the  vagina  in 
May.  For  a  few  days  much  more  pus  was  evacuated,  but 
after  withdrawing  the  drainage  tube  this  opening  soon  closed; 
all  this  time  I  need  scarcely  say  the  abscess  cavity  had  been 
daily  irrigated  with  carbolic  acid  lotion,  or  boracic,  or  red 
wash.  Meantime  the  patient's  strength  had  gradually  de- 
clined and  she  was  emaciated  to  the  last  degree,  although  for 
the  last  month  her  temperature  was  but  little  raised  and  even 
for  days  subnormal,  as  taken  in  the  axilla.  She  died  in 
August,  having  been  in  the  hospital  six  and  a  half  months. 

Post-mortem  Report,  by  Dr.  DALTON. — The  pericardium 
and  heart  were  normal.  The  bronchial  glands  were  enlarged 
and  tubercular.  The  left  pleura  was  universally  adherent, 
and  the  right  was  bound  with  numerous  old  adhesions.  Both 
lungs  contained  a  large  number  of  tubercles,  some  discrete, 
others  aggregated  into  nodules  as  large  as  a  chestnut  Three 
or  four  cavities  were  found  in  the  left  apex.  Abdomen. — The 
liver,  spleen  and  kidneys  were  healthy.  There  was  general 
chronic  tubercular  peritonitis ;  numerous  tubercles  were 
scattered  all  over  the  peritoneal  surfaces,  and  extensive  ad- 
hesions existed  between  the  coils  of  intestines  and  between 
the  abdominal  walls  and  viscera.  Douglas'-pouch  was  filled 
with  adherent  coils  of  intestine,  which  were,  however,  com- 
pletely shut  off  from  the  main  abscess-cavity  by  the  back  of 
the  left  broad  ligament.  The  opening  in  the  abdomen  led  to  a 
sinus  which  passed  into  a  cavity  to  the  left  of  the  uterus,  and 
.  occupied  the  position  of  the  left  broad  ligament.  The  cavity 
was  the  size  of  a  small  orange,  and  contained  thick  dirty  pus ; 
its  lining  was  extensively  convoluted  and  gave  the  appearance 
of  being  a  Fallopian  tube.  On  the  right  side  the  ovary  could 
be  recognised  in  a  dense  mass  of  adhesions,  and  apparently 
there  was  in  it  a  small  cavity  the  size  of  a  currant  with  walls 
similar  to  those  of  the  cavity  on  the  left  side.    Dissection. — 
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Both  these  cavities  proved  to  be  Fallopian  tubes,  and  it  was 
found  possible  to  pass  bristles  from  the  openings  of  the  tubes 
in  the  uterus  into  the  abscess  cavities.  The  tubes  were  pro- 
bably blocked  during  life.  No  definite  trace  of  the  left  ovary 
could  be  found.  N.B. — No  tubercle  was  found  in  the  walls  of 
the  cavities,  but  the  lymphatic  glands  in  the  neighbourhood 
were  much  enlarged  and  distinctly  tubercular.  Uterus. — 
This  organ  was  healthy,  its  cavity  and  walls  were  of  normal 
size  and  thickness,  and  there  was  no  tubercular  deposit  in 
either. 

I  have  thought  this  case  with  the  specimen  worthy  of 
record,  because  it  raises  the  all-important  question  of  diag- 
nosis, and  of  the  method  of  treatment.  With  the  complete 
history  before  us  it  is  easy  to  see  that  the  case  should  have 
been  treated  by  abdominal  incision  at  once,  and  that  if  prac- 
ticable the  tubes  should  have  been  removed.  She  had  been 
ill  nine  weeks  when  I  first  saw  her,  and  then  for  a  month 
longer  the  case  was  treated  medically.  It  is  very  question- 
able, however,  if  the  left  tube  could  have  been  removed  at  the 
time  the  abdominal  section  was  performed,  the  right  one 
certainly  not,  so  intimate  were  the  adhesions,  and  although 
the  pelvic  mass  was  diagnosed  rightly  to  be  of  the  pel  v  i- peri - 
tonitic  character,  involving  probably  the  ovary  or  tubes  when 
the  patient  was  admitted,  yet  we  are  not  so  advanced  as  yet 
in  gynaecological-surgery  that  we  may  establish  the  rule  that 
all  pelvi-peritonitic  swellings  are  to  be  treated  by  immediate 
laparotomy.  Let  me  recall  the  absence  of  vomiting,  of  dis- 
tension of  the  abdomen,  and  of  shivers  in  the  initial  symp- 
toms, and  ask  those  of  large  experience  if  this  should  not 
primarily  have  suggested  that  the  pelvic  swelling  was  tubal 
and  not  simply  inflammatory,  and  especially  as  the  painful 
attack  was  very  soon  followed  by  the  copious  black  discharge. 
We  may  grant  all  this,  but  another  question  might  be  asked, 
would  not  a  pelvic  haemorrhage  into  the  broad  ligament  be 
as  rational  an  explanation  of  the  onset  ?  I  think  it  would, 
and,  therefore,  on  this  ground,  waiting  would  have  been 
advisable. 
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Of  course  the  condition  of  the  lungs  added  another  diffi- 
culty, but  I  think  the  post-mortem  very  strongly  supports  the 
opinion  that  any  tuberculosis  there  was  in  the  pelvis  was 
rather  a  result  of  the  pyo-salpinx  than  an  active  factor  in  the 
generation  of  the  same,  for  Dr.  Dalton  states  the  only  tuber- 
cular elements  discovered  were  in  the  lymphatic  glands ;  there 
was  no  tubercle  in  the  walls  of  the  cavities.  In  this  respect 
the  case  gives  emphasis  to  the  doctrine  that  advocates  early 
exploration  of  the  abdomen  in  diseases  of  the  Fallopian  tubes. 
The  specimen  having  been  carefully  dissected,  only  partially 
shows  the  dense  network  of  tissue  which  implicated  the  vis- 
cera ;  the  disease  in  the  right  Fallopian  tube  was  not  sur- 
mised during  life,  nor  do  I  think  anyone  could  have  diagnosed 
its  existence  except  inferentially. 

Mr.  Jessett  said  the  case  reminded  him  of  one  in  which 
the  patient  was  suffering  from  cancer  of  the  cervix,  and  he 
therefore  excised  it  by  a  supra-vaginal  amputation,  and  the 
patient  made  a  perfect  recovery.  After  that  she  had  a  per- 
sistent high  temperature  for  a  considerable  time,  the  cause  of 
which  he  could  not  ascertain.  Ultimately  some  fulness  in 
the  right  side  of  the  uterus  and  some  prominence  in  the  right 
iliac  region  was  discovered.  This  was  diagnosed  to  be  an 
abscess,  but  whether  it  was  connected  in  some  way  with  the 
operation  or  the  appendix  of  caecum  it  was  very  difficult  to 
say.  Considering  the  nature  of  the  operation  it  was  thought 
that  there  was  probably  some  cellulitis  set  up  by  it,  so  an  in- 
cision was  made  upon  the  outer  side  and  the  peritoneum 
pushed  back.  On  going  deeply  down  in  the  pelvis  a  bulging 
behind  the  uterus  was  discovered,  into  which  an  aspirating 
needle  was  passed,  and  some  pus  escaped ;  this  was  opened 
and  drained,  and  the  patient  made  a  good  recovery.  Since 
that  time  the  cancer  had  become  general,  and  he  had  little 
doubt  that  there  had  been  an  abscess  in  the  broad  ligament 
that  had  become  developed  in  the  parietal  walls  of  the  peri- 
toneum, and  by  pushing  this  back  without  opening  the  ab- 
dominal cavity,  the  abscess  was  safely  emptied  and  drained. 
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Dr.  Edis  thought  that  such  occurrences  were  more  com- 
mon than  was  generally  supposed.  He  had  a  precisely 
similar  case  under  his  care.  The  patient  had  been  six 
months  in  the  hospital  and  was  greatly  emaciated,  and  the 
end  was  now  merely  a  question  of  time.  Recognising  the 
condition  of  the  case,  he  had  opened  and  found  a  large 
abscess  on  the  left  side  from  which  he  drained  a  large  quan- 
tity of  foetid  pus,  but  whether  it  came  from  the  tube  or  the 
ovaries  it  was  difficult  to  say.  The  intestines  were  matted 
together,  and  it  was  perfectly  impossible  to  remove  the  sac, 
for  had  he  attempted  it  the  patient  would  have  died  on  the 
table.  She  was  a  weak,  fragile  girl,  twenty-two  years  of  age. 
The  better  plan  was  to  leave  it  and  drain,  washing  out  the 
cavity  and  attaching  the  edges  to  the  peritoneal  walls,  syring- 
ing it  out  regularly.  Her  temperature  at  the  time  of  the 
operation  was  1034.  It,  however,  sank  at  once  to  nearly 
normal  (99),  and  remained  so  for  some  time.  Then  she 
began  to  have  an  evening  rise  of  temperature.  They  tried 
everything,  and  she  improved  to  some  extent,  and  the  track 
began  to  close  up,  but  with  this  the  perspirations  and  rise  of 
temperature  became  more  marked  and  she  became  steadily 
worse.  Instead  of  merely  passing  a  probe  to  explore,  he 
passed  the  finger  down  the  sinus  and  found  that  there  was  a 
lot  of  induration,  but  he  was  enabled  to  open  up  certain 
loculi  containing  pus,  and  that  evidently  had  a  very  marked 
influence,  for  she  immediately  began  to  pick  up  again  and 
improved  generally.  Another  relapse,  however,  occurred, 
and  the  end  was  now  imminent.  Only  those  who  had  had  to 
do  with  these  cases  knew  how  little  could  be  done  to  afford 
relief.  This  patient  had  passed  pus  per  anum,  but  how  it  got 
there  he  did  not  know.  There  was  probably  some  sinuous 
tract. 

Mr.  Tait  said  the  cases  were  very  interesting.  At  the 
last  meeting  of  the  Society  he  ha<J  shown  a  preparation  of  a 
suppurating  ovary  and  tube  which  had  been  left  in  the  pelvis 
for  several  months,  with  the  result  of  causing  profuse  suppu- 
ration,   tf  he  patient  was  rapidly  going  downhill,  and  within 
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a  very  short  time  would  have  afforded  material  for  post- 
mortem investigation.  He  had  removed  a  piece  of  the  tube, 
the  sinus  was  already  closed,  and  the  patient  was  now  up  and 
about  He  wished  to  impress  upon  them  what  he  had  had 
to  impress  upon  himself,  that  it  was  far  better  to  kill  the 
patient  upon  the  table  than  to  leave  her  with  a  piece  of  sup- 
purating cyst  in  the  pelvis.  These  things  never  healed  and 
went  on  for  years,  and  the  patient  died  in  the  long  run,  after 
inflicting  infinite  discredit  upon  surgery  and  upon  the  sur- 
geon who  had  operated.  He  had  adopted  as  an  absolute  rule 
of  practice  to  finish  any  operation  he  had  begun,  and  he  had 
never  had  a  patient  die  on  the  table  yet  Only  a  few  days 
before  he  and  the  President  had  to  tackle  a  case  in  which  this 
difficulty  was  present  It  ultimately  came  out.  He  would 
venture  to  prophesy  that  it  would  be  in  the  unfinished  cases 
that  those  of  them  who  had  to  do  with  this  line  of  practice 
would  suffer  opprobrium. 

Dr.  Heywood  Smith  protested  against  the  use  of  the 
term  laparotomy  instead  of  some  more  precise  word  such  as 
cceliotomy. 

Mr.  Mayo  Robson  said  that  since  he  had  seen  Mr.  Tait's 
paper  on  complete  removal  of  the  pelvic  trouble  which  had 
caused  suppuration,  in  such  cases  as  these  he  had  endeavoured 
to  follow  out  those  principles.  In  most  cases  he  had  suc- 
ceeded, and  in  those  cases  in  which  he  had  been  unable  to 
complete  the  removal  he  had  invariably  been  disappointed 
with  the  results.  He  alluded  to  one  such  case  in  particular 
in  Surrey.  The  trouble  had  been  going  on  in  the  pelvis  for 
nearly  twenty  years,  and  as  a  very  celebrated  London  surgeon 
had  declined  to  operate  he  had  been  called  in  and  found  that 
it  was  clearly  one  of  those  troublesome  appendage  cases 
accompanied  by  suppuration,  and  he  put  it  plainly  to  them 
that  if  the  diseased  parts  were  not  removed  there  would  be  no 
chance  of  a  cure  even  at  the  menopause.  When  he  had 
opened  the  abdomen  and  separated  the  omentum  and  intes- 
tines from  the  uterus  and  from  the  diseased  appendages,  do 
what  he  would  he  could  only  remove  one  of  the  appendages, 
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though  he  spent  an  hour  and  a  half  looking  for  the  other.  He 
had  Mr.  Tait's  dicturft  in  his  mind  throughout,  for  he  was 
convinced  that  this  was  the  golden  rule.  He  removed  one 
and  a  good  deal  of  the  other,  scraping  away  as  much  as 
possible  of  what  he  could  not  remove.  He  was  obliged  to 
drain  and  the  wound  healed ;  but  a  sinus  had  again  broken 
out,  and  though  there  was  no  pain  there  was  a  fistula  two  and 
a  half  inches  deep  which,  he  felt  sure,  led  down  to  disease 
which  he  had  failed  to  remove.  He  had  seen  this  happen 
more  than  once.  More  than  once,  had  it  not  been  for  this 
dictum  of  Mr.  Tait's,  he  would  have  abandoned  cases  as 
utterly  impossible  of  removal,  and  he  felt  sure  that  by  per- 
severance many  of  these  cases  might  be  effectually  dealt  with. 
He  could  not  say  so  of  all,  though  Mr.  Tait  might  be  enabled 
to  do  so.  He  mentioned  one  case  in  which  there  was  tuber- 
cular disease ;  he  was  able  to  remove  the  appendages,  but  the 
surrounding  parts  were  infected  by  tuberculosis  and  he  had  to 
scrape  and  drain.  A  sinus  persisted,  notwithstanding  the 
relief  that  was  afforded  to  the  pain.  This  circumstance  raised 
the  question  as  to  drainage.  His  own  rule  had  been,  that  as 
soon  as  the  discharge  became  at  all  clear  and  diminished  in 
quantity,  he  removed  the  tube,  but  he  suggested  that  it  might 
be  better,  instead  of  a  glass  tube,  to  use  one  which  could  be 
shortened  so  as  to  allow  the  wound  to  granulate  up  from  the 
bottom,  using  as  a  dressing  some  such  germicide  as  iodoform. 
He  asked  whether  by  keeping  the  sinus  open  a  cure  might  result 
in  these  cases.  In  that  particular  case  he  was  sure  that  he 
had  left  no  collection  of  pus,  no  distended  tube  or  abscess  in 
the  ovaries  ;  but  he  was  equally  clear  that  he  had  not  removed 
all  the  tube  and  the  ovary.  In  any  case  he  concurred  in  the 
view,  that  it  was  a  duty  to  remove  the  disease  for  which 
one  had  undertaken  the  operation,  and  that  was  the  true 
secret  of  success. 

Dr.  Routh  observed  that  in  the  two  cases  that  had  been 
mentioned  by  Dr.  Edis  and  Dr.  Smith,  with  all  the  sur- 
gical art  they  possessed  they  had  been  unable  to  save  their 
lives,  one  patient  dying  from  tuberculosis    and  the  other 


Discussion  on  Pelvic  Abscess.  39 


from  abscess.  But,  he  asked,  who  had  ever  heard  of  curing  a 
patient  of  tuberculosis  of  the  intestines  by  taking  away  a  pyo- 
salpinx.  Dr.  Smith  had  done  the  utmost  that  could  be  done, 
but  unsuccessfully,  because  there  was  no  cure  to  be  effected. 
Dr.  Edis's  case  was  somewhat  different,  but  equally  in- 
curable. 

Dr.  Whittle  said  that  Dr.  Smith's  case  simply  amounted 
to  this,  that  the  patient  had  an  inflammatory  suppurative 
centre  in  the  pelvis  which  became  disseminated  throughout 
the  lymphatic  system.  He  did  not  think  it  would  be  reason- 
able to  regard  the  tuberculosis  as  primary ;  it  was  probably  a 
secondary  septic  inflammation,  such  as  arose  from  strumous 
glands  in  the  neck  and  elsewhere.  The  indication  was  early 
removal ;  the  tuberculosis  in  the  lungs  would  never  have 
appeared  had  the  operation  been  performed  early  enough. 

Mr.  Tait  recalled  that  in  1881  Dr.  Wilson  had  opened 
the  abdomen  for  tuberculosis  by  error.  He  had  cured  the 
patient  without  taking  away  anything.  He  had  operated 
upon  he  did  not  know  how  many.  He  mentioned  one  case 
in  1879  in  which  large  masses  of  tuberculous  matter  discharged 
during  the  first  two  or  three  months,  but  the  patient  was  still 
alive  and  strong.  He  had  shown  there  more  than  one  speci- 
men of  tuberculous  tubes  which  he  had  removed  with  general 
tubercular  peritonitis.  His  cases  of  tubercular  peritonitis 
cured  by  operation  must  be  numbered  by  dozens. 

Dr.  LYCETT  insisted  upon  the  necessity  of  an  exploratory 
incision  where  there  was  any  doubt  as  to  the  nature  of  the 
affection  which  did  not  improve.  Within  the  last  few  weeks 
he  had  assisted  at  two  cases  of  double  pyo-salpinx.  One  had 
been  suffering  for  several  months  and  was  so  reduced  that  she 
was  unable  to  walk  into  the  out-patient  department  without 
assistance.  On  opening  the  abdomen  firm  adhesions  were 
found,  which  rendered  the  operation  very  difficult.  A  pelvic 
abscess  also  existed  ;  omentum  forming  a  part  of  the  sac-wall. 
She  recovered  without  any  drawback.  A  few  days  later  he 
met  her  in  the  street,  and  she  had  so  much  improved  in 
general  appearance  that  he  failed  to  recognise  her. 
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Dr.  Dickinson  observed  that  if  the  disease  of  the  tube 
was  recognised  to  be  tubercular,  the  question  remained  as  to 
whether  it  was  desirable  to  remove  it.  It  was  probably 
secondary  to  general  tubercular  peritonitis.  A  somewhat 
analogous  case  was  the  question  of  operation  in  cases  of 
fistula  in  ano  in  pulmonary  consumption.  It  was  generally 
held  to  be  the  best  practice  to  leave  them  alone,  lest  by  surgical 
interference  one  might  light  up  a  general  tuberculosis.  If  the 
tubes  were  primarily  tuberculous  of  course  there  could  be  no 
doubt  that  removal  would  be  the  proper  course  to  pursue,  and 
the  treatment  must  therefore  turn  upon  whether  the  tuber- 
culosis was  primary  or  secondary.  Many  of  these  cases  of 
tubercular  disease  of  the  tubes  and  endometrium  might  be 
diagnoses  by  examining  bacteriologically  the  discharges  from 
the  uterus  obtained  on  passing  the  sound. 

Dr.  Edis  added  that  there  was  no  evidence  in  his  case  as 
to  whether  the  disease  was  tubal  or  ovarian,  or  simply  pelvic 
abscess.  All  the  organs  were  so  matted  together  that  there 
was  neither  beginning  nor  end.  Had  he  attempted  to  remove 
the  whole  of  the  sac  the  patient  would  infallibly  have  died 
upon  the  table.  It  was  all  very  well  for  Mr.  Tait  to  say  that, 
but  friends  were  apt  to  resent  any  such  untoward  termination. 
The  only  thing  to  do  was  to  remove  the  entire  sac 

The  President  asked  what  were  the  earlier  symptoms. 
In  the  case  of  his  own,  in  which  Mr.  Tait  had  operated, 
he  believed  that  a  communication  had  been  made  between 
the  vagina  and  fistulous  tract,  and  he  asked  whether  this  was 
a  procedure  which  Mr.  Tait  would  advocate  in  these  cases  as 
a  general  practice. 

Mr.  Tait  said  there  were  probably  reasons  for  so  doing, 
but  what  they  were  he  could  not  say  without  his  case  book. 
It  was  quite  an  exceptional  proceeding.  He  declined  to 
pronounce  in  reference  to  the  question  of  drainage  on  the 
ground  that  his  mind  was  not  as  yet  fully  made  up.  With 
reference  to  what  Dr.  Dickinson  had  said  as  to  obtaining 
evidence  of  tuberculosis  from  the  uterine  discharges,  he 
observed  that  years  ago  he  had  concluded  that  the  term 
tuberculosis  ought  to  be  abandoned.    Some  days  before  he 
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had  removed  tubes  which  were  cram  full  of  tubercular  dis- 
ease. Two  expert  pathologists  had  examined  their  contents, 
together  with  bits  of  the  peritoneum,  yet  not  a  bacillus  was 
found  and  the  patient  was  already  getting  well.  He  did  not 
think  that  scraping  the  endometrium  would  help  them, 
because  a  stray  bacillus  might  have  crept  up  and  so  vitiated 
the  diagnosis,  while  on  the  other  hand,  the  absence  of  the 
genuine  bacillus  might  give  rise  to  an  erroneous  impression  in 
cases  which  were  unquestionably  what  were  clinically  known 
as  tubercular. 

Dr.  Dolan  asked  how  the  general  practitioner  was  to 
diagnose  these  cases.  He  was  at  present  in  a  very  difficult 
position,  seeing  the  difference  of  opinion  that  obtained  among 
the  specialists  themselves. 

Dr.  Routh,  remarking  on  Mr.  Tait's  dictum,  that  he 
had  operated  for  tubercular  peritonitis,  and  had  effected  a 
cure  simply  by  opening  the  peritoneum,  asked  whether  any 
tubercle  bacilli  had  been  found.  Could  Mr.  Tait  positively 
assert  in  the  light  of  their  present  knowledge  that  they  were 
really  cases  of  tuberculosis  ? 

Mr.  Tait  said  that  was  just  the  very  doubt  he  was  trying 
to  instil  into  their  minds,  but  had  apparently  failed  to  accom- 
plish his  object 

The  President  observed  that  merely  letting  in  the  air 
had  been  asserted  to  destroy  bacillary  growth. 

Mr.  Mayo  Robson  said  he  had  no  doubt  that  he  had 
operated  upon  several  cases  of  unquestionable  tuberculosis  of 
the  peritoneum  and  appendages,  where  perfect  and  com- 
plete cure  had  resulted,  and  the  patients  were  still  alive  and 
well.  He  recalled  that  at  the  meeting  of  the  British  Medical 
Association  at  Leeds  he  had  shown  a  girl  twelve  years  of 
age  who  had  been  sent  to  him  by  Dr.  Black  of  Harrogate, 
and  as  recently  as  six  months  ago  he  had  ascertained  that 
she  was  still  in  perfect  health. 

When  first  seen  she  only  weighed  six  stones.  He  had 
opened  the  abdomen,  and  removed  a  quantity  of  ascitic  fluid, 
but  found  the  peritoneum  and  intestines  studded  with  miliary 
tubercle.      He    removed    some    of   them,    and    had    them 
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examined  and  tubercle  bacilli  were  found.  He  washed  out 
the  cavity  with  hot  water  and  drained,  and  the  patient  from 
that  moment  began  to  pick  up.  In  two  months  she  had 
gained  two  stones  in  weight,  and  was  now  in  perfect  health. 
One  piece  of  positive  evidence  of  that  kind  would  outweigh 
many  negatives.  He  could  relate  many  instances  in  which 
he  had  removed  unquestionable  tuberculous  disease,  as  proved 
by  the  aid  of  the  microscope.  They  met  with  tuberculous 
products  which  were  not  tubercle  and  so  no  bacilli  might  be 
met  with,  or  the  tubercular  process  might  have  passed  and  no 
bacilli  be  led.  In  reply  to  Dr.  Routh's  observations,  he 
thought  it  was  quite  justifiable  to  operate  upon  cases  even  if 
recognised  to  be  tubercular. 

Dr.  R.  T.  Smith,  in  reply,  said  that  in  another  case  of 
this  kind  he  would  not  wait  nine  weeks,  but  would  open  at  once. 
He  thought  it  was  just  possible  that  he  might  have  removed 
the  left  tumour  had  he  possessed  the  courage  to  go  on,  but  he 
very  much  doubted  if  the  right  tube  could  have  been  removed. 

Dr.  Fancourt  Barnes  showed  a  tooth  which  he  had 
removed  from  a  dermoid  cyst  a  month  previously.  The 
patient  had  been  married  two  years  and  had  one  child 
born  six  months  before.  Two  days  after  her  confinement 
she  had  shivering  fits  and  noticed  a  swelling  in  the  left 
iliac  region.  She  was  then  on  a  pleasure  trip  to  Australia 
and  consulted  Dr.  O'Hara,  of  Melbourne,  who,  two  months 
after  this  swelling  had  been  noticed,  opened  it,  removing  a 
large  mass  of  tissue  and  put  in  a  drainage  tube.  He  ap- 
parently did  not  remove  the  cyst,  but  simply  emptied  it.  The 
tube  remained  in  seven  days,  and  soon  after  the  patient  left 
Melbourne  and  came  to  England.  On  her  arrival  she  had  a 
sinus,  from  which  pus  escaped.  Dr.  Whittle  sent  her  on  to 
him  (Dr.  Barnes)  and  he  at  once  opened  the  abdomen,  and 
putting  his  fingers  into  the  cyst  had  reached  down  into  the 
floor  of  the  pelvis,  letting  out  about  three  ounces  of  pus.  At 
the  bottom  of  the  cyst  he  fjpund  a  tooth  which  had  been  left 
behind,  and,  of  course,  the  presumption  was  that  this  tooth 
had  been  the  cause  of  the  prolonged  suppuration.  He  washed 
out  the  cavity  and  put  in  a  drainage  tube,  keeping  it  in  three 
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weeks,  removing  it  daily  and  syringing  out  the  cysts.  It  had 
now  competely  contracted  and  he  had  left  off  syringing  it  two 
days  since.  No  pus  had  escaped  since  the  operation  and  the 
patient  had  at  once  put  on  flesh  and  regained  her  health. 

Dr.  Heywood  Smith  observed  that  Dr.  Barnes  had 
operated  by  means  of  an  external  incision  following  up  the 
sinus  and  draining.  He  asked  whether  the  original  opening 
could  not  have  been  made  a  little  larger,  following  the  probe  ? 

Dr.  Fancourt  Barnes  said  he  had  opened  the  abdomen 
from  an  incision  through  the  median  line,  the  original  incision 
by  Dr.  O'Hara  was  not  in  the  median  line.  Dr.  O'Hara  had 
not  diagnosed  it  as  a  dermoid  cyst,  but  as  a  pelvic  abscess, 
and  had  made  his  incision  through  the  abdominal  walL  He 
had  closed  up  the  median  incision  and  had  reopened  it  in  the 
same  place. 

Mr.  Tait  supposed  that  Dr.  O'Hara  had  opened  the 
cavity  of  the  cyst  Shortly  after  he  had  done  so  there  would 
be  union  between  the  cyst  walls  and  the  parietal  peritoneum, 
so  that  there  would  be  a  fistula  into  the  cyst,  in  which  cavity 
the  tooth  would  have  lain,  unless,  indeed,  the  tooth  got  into 
the  peritoneal  cavity.  He  observed  that  Dr.  Barnes  had  not 
explained  about  the  dermoid  cyst  wall  through  which  the 
tooth  must  have  passed. 

Dr.  Fancourt  Barnes  explained  that  having  cut 
through  the  abdominal  walls  he  was  necessarily  in  the  ab- 
domen, though  the  opening  be  into  the  cyst 

Dr.  Heywood  Smith  showed  a  specimen  removed  from 
a  patient  aged  fifty-one  years,  married  twenty  years,  no 
children ;  catamenia  from  thirteen  to  forty-seven,  regular,  free 
and  lasting  about  seven  days.  It  was  diagnosed  to  be  a 
fibroid  tumour  of  the  uterus.  In  May,  1890,  she  complained 
of  pain.  The  uterus  measured  2^  inches.  The  ovaries  were 
tender.  Dr.  Bantock  saw  her  the  same  month,  but  dis- 
countenanced operation.  The  patient,  however,  suffered  so 
much  pain,  that  on  February  3rd  he  (Dr.  Smith)  had  opened 
the  abdomen  and  removed  the  ovaries.  There  were  sym- 
metrical cysts  attached  to  each  broad  ligament.     He  left  the 
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fibroid  uterus  as  it  was  only  in  the  pelvis  and  the  patient  was 
so  low  that  he  feared  to  prolong  the  operation.  The  ovaries 
were  in  the  third  stage  of  cirrhosis. 

Dr.  W.  Chapman  Grigg  read  notes  of  the  following 
case : — 

The  patient  was  admitted  as  an  urgent  case  at  8  p.m.  on 
February  4th,  1891.  She  gave  a  history  of  having  been  in 
labour  since  the  previous  morning.  On  examination  a  large 
growth  was  found  filling  up  the  pelvis,  and  this  appeared  to 
be  in  part  fluid;  the  conjugate  was  reduced  to  1^  inches. 
The  os  was  dilatable,  pointing  over  the  pubes,  and  the  head 
was  presenting.  The  patient  was  much  exhausted.  About 
one  hour  after  her  admission  she  was  seen  by  Dr.  Grigg,  and 
he  proceeded  to  see  what  space  there  was  for  the  passage  of 
the  foetus,  pushed  back  the  tumour  and  delivered  the  woman 
by  version.  The  child  was  born  alive  but  very  feeble.  Soon 
after  delivery  patient  complained  of  great  pain  in  her 
abdomen  and  vomited  repeatedly  a  green  fluid.  She  was 
seen  at  5  a.m.  by  the  resident  medical  officer,-  and  ordered 
pil  opii,  grain  I,  at  once,  to  be  repeated  in  three  hours, 
and  to  have  opium  fomentation.  Patient  was  very  col- 
lapsed, so  she  was  further  ordered  brandy,  3  $ss  every  two 
hours.  Her  vomiting  continued  and  patient  became 
more  collapsed,  at  about  1  p.m.  she  became  unconscious ; 
previously  the  vomiting  had  been  less  frequent  She 
died  about  2.30  p.m.,  February  5th,  1891,  and  sixteen 
hours  after  delivery.  Previous  History, — Patient  had  been 
married  about  three  years ;  she  was  delivered  of  a  stillborn 
premature  child  two  years  ago,  in  November.  Last  March 
(1890)  patient  became  ill  and  was  treated  by  two  doctors, 
who  do  not  seem  to  have  made  any  diagnosis.  Her 
symptoms  were  vomiting  of  dark  blood  (?)  and  great  debility. 
She  was  then  seen  by  Dr.  Hebb  from  the  Pimlico  Dispensary, 
who  diagnosed  her  case  and  removed  a  putrid  foetus,  and 
some  days  after,  the  placenta.  Patient  then  gradually 
improved  and  went  away  in  the  country.  On  her  return  she 
suffered  great  pain  in  the  abdomen,  and  attended  for  it  at 
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the  Chelsea  Hospital  for  Women,  where  she  was  treated  for 
chronic  ovaritis.  Previously  the  patient  had  become  pregnant, 
and  she  was  told  that  as  her  pregnancy  advanced  so  her 
pains  would  become  worse,  and  they  appear  to  have  done  so. 
At  no  time  has  she  ever  been  known  to  pass  any  pus  by  the 
rectum. 

Mr.  Tait  said  that  if  they  were  aware  that  the  cyst  had 
ruptured  after  examination,  the  best  course  would  have  been 
to  perform  a  psoas  operation  at  once.  The  trouble  was,  of 
course,  that  the  case  was  a  long  and  neglected  one,  and  it  was 
a  great  pity  that  it  had  not  fallen  into  the  hands  of  an  intelli- 
gent practitioner,  and  had  the  diseased  structures  removed 
long  ago.  He  had  removed  a  good  many  of  these  cysts,  and 
had  torn  holes  in  the  rectum,  but  he  could  not  remember 
losing  even  one  case  except  the  one  he  had  shown  at  their 
last  meeting,  in  which  case  the  tube  was  full  of  pus,  and  in 
which  a  perforation  into  the  rectum  was  just  on  the  point  of 
taking  place.  In  the  course  of  a  day  or  two  after  he  had  torn 
the  fimbriae  off  the  rectum  it  gave  way  and  she  died.  That, 
however,  was  not  a  case  in  which  there  was  a  hole  immediately 
after  the  operation.  He  had  used  a  drainage  tube.  He  had 
seen  the  whole  of  the  faeces  pass  through  the  drainage  tube 
for  days,  and  the  patient  ultimately  get  well,  the  fistula  heal* 
ing  up  of  itself.  That  therefore  constituted  no  bar  to  the 
operation.  The  case,  taken  with  the  two  others  which  they 
had  discussed,  was  a  singular  commentary  upon  the  encyclical 
letter.  They  had  discussed  five  cases,  of  which  three  were 
fatal,  and  one  was  going  to  be ;  if  persistent  misstatements  con- 
tinued to  be  made,  it  would  be  necessary  to  rise  and  accuse 
these  men  of  gross  ignorance  of  their  profession.  He  pointed 
out  that  many  of  the  cases  which  were  classed  as  puerperal 
fever  were  probably  due  to  rupture  of  untreated  disease  of  the 
appendages,  and  he  insisted  upon  the  difficulty  that  always  ex- 
isted in  clearing  up  the  real  cause  of  the  attack.  There  were 
fewer  post-mortems  after  puerperal  fever  than  under  any 
other  circumstances. 

Mr.  Jessett  asked  what  part  of  the  intestine  was  adherent. 
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The  President  :  The  junction  of  the  sigmoid  flexure  and 
the  rectum.     He  did  not  see  how  the  cyst  was  to  be  removed. 

Mr.  JESSETT  mentioned  a  case  of  post-mortem  examination, 
in  which  he  had  found  a  cyst  in  the  broad  ligament,  and 
the  small  intestine  firmly  adherent  to  it.  At  the  point  of 
junction  with  the  cyst  there  was  a  very  large  ulcer  in  the 
intestine,  which  was  on  the  point  of  ulcerating  through  into 
the  cyst.  He  thought  it  possible  that  something  of  the  same 
kind  was  present  in  the  case  narrated.  In  hte  case  obstruc- 
tion was  present  which  was  thought  to  be  in  the  large  bowel, 
and  lumbar  colotomy  was  proposed  on  the  right  side.  He 
had  objected  because  it  was  not  proved  that  the  obstruction 
was  in  the  colon,  in  fact  the  symptoms  pointed  to  its  being  in 
the  small  intestine.  He  advocated  abdominal  section  to  dis- 
cover where  the  obstruction  really  was.  He  therefore  opened 
the  abdomen,  and  on  passing  his  finger  down  to  the  caecum 
it  was  found  to  be  empty,  while  the  small  intestines  were 
very  distended.  He  traced  out  the  adhesion  of  the  small 
intestine  to  the  cyst,  and  then  approximated  the  parts  above 
and  below  the  obstruction  by  means  of  Senn's  bone  plates, 
but  unfortunately  the  patient  was  so  exhausted  that  she  died 
half-an-hour  after  the  operation.  Post-mortem :  an  ulcer  was 
found  closely  connected  with  the  cyst  in  the  broad  ligament, 
and  even  if  the  operation  had  succeeded,  it  must  have  ulcer- 
ated through.  With  regard  to  treatment  in  the  President's 
case,  only  inguinal  colotomy  could  cut  off  the  chance  of 
future  communication  between  the  contents  of  the  bowel  and 
the  cyst. 

Mr.  Tait  pointed  out  that  it  would  have  been  easy  to 
enucleate  the  cyst,  and  if  that  had  been  done,  bringing  up  the 
pocket  of  the  broad  ligament  into  the  wound,  and  making 
there  a  faecal  fistula  would  have  sufficed. 

The  Society  then  adjourned. 
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Thursday,  February  26,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  22  Fellows,  3  Visitors. 

The  following  was  elected  a  Fellow  of  the  Society :  Dr. 
Leith  Napier,  London. 

The  following  were  proposed  for  election :  Dr.  Frankish 
London ;  Dr.  A.  J.  Carter,  London ;  Dr.  Michie,  Nottingham. 

Mr.  Jessett  showed  a  trough  which  he  had  devised  for 
the  carrying  out  of  which  he  was  indebted  to  Mr.  Heaton,  his 
house  surgeon.  The  trough  was  intended  for  use  in  all 
operations  on  the  perinaeum,  uterus,  and  rectum,  so  as  to 
convey  all  discharges,  &c,  down  a  funnel-shaped  trough  into 
a  receptacle  under  the  operating  table,  and  so  protect  the 
operator  from  the  annoyance  of  having  his  clothes  stained 
as  is  so  often  the  case  in  these  operations.  The  trough 
is  now  in  use  at  many  hospitals,  and  had  been  made  for  Mr. 
Jessett  by  Messrs.  Maw,  Sons  and  Thompson. 

Dr.  Fenton  showed  an  apparatus  of  the  same  kind,  not 
of  his  own  devising,  which  was  simpler  in  construction,  and 
prevented  water,  &c,  running  up  the  patient's  back.  Move- 
over  it  only  cost  12s.  6d. 

Dr.  Benington  shewed  specimen  of  cystic  ovaries  and 
Symelian  foetus. 

Cystic  Ovaries. 

The  principal  feature  of  interest  in  the  case  were  the  early 
onset  of  symptoms,  the  comparatively  small  amount  of  disease 
to  be  the  cause  of  so  much  suffering  and  the  concomitant 
enlargement  of  the  thyroid.  D.  S.,  aged  seventeen  years  and 
eighteen  months.    Onset  of  symptoms  twelve  years  ago  when 
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a  child  at  school  (aged  five),  She  suffered  from  great  pain  in 
left  ovarian  region  ;  it  was  constant,  but  was  aggravated  by 
standing.  She  was  frequently  punished  for  crying  in  class 
owing  to  the  great  pain.  At  the  age  of  thirteen  and  a-half 
she  went  out  as  day  girl,  and  remained  in  her  situation 
for  fifteen  months,  when  she  had  to  leave  in  consequence  of 
being  no  longer  capable  of  doing  anything.  Catamenia 
appeared  at  the  age  of  fourteen  and  a-half.  The  inter- 
menstrual periods  have  always  been  long  and  the  loss  scanty 
as  a  rule.  The  pain  in  the  left  ovarian  region  was  always 
exaggerated  two  or  three  days  before,  and  continued  so 
during  the  period.  For  the  last  six  months  she  had  been 
confined  to  the  house  and  to  bed  during  the  menstrual  week. 
For  the  last  three  months  she  had  been  bed-ridden  entirely, 
the  pain  being  so  severe  and  constant  she  could  not  bear  her 
clothes  on.  Before  he  saw  her  she  had,  short  of  operation, 
undergone  every  form  of  treatment  that  human  ingenuity 
could  conceive  of.  He  diagnosed  a  cystic  prolapsed  ovary 
in  Douglas1  pouch,  and  ordered  her  removal  to  a  private 
hospital.  His  diagnosis  being  confirmed  he,  on  consultation, 
operated  on  December  30th.  The  operation  was  simple  and 
calls  for  no  comment  The  right  ovary  was  found  to  be 
enlarged  to  the  size  of  a  tangerine  orange,  and  in  Douglas' 
pouch.  The  left  ovary  was  also  removed  and  found  to  be 
cystic.  On  January  7th,  the  abdominal  wound  was  found  to 
have  united  perfectly.  She  left  the  hospital  on  the  eighteenth 
day  free  from  pain  and  able  to  walk  with  ease.  Before  the 
operation  she  suffered  much  from  attacks  of  dyspnoea  caused 
by  enlargement  of  the  thyroid.  She  was  quite  aware  of  the 
enlargement,  which  she  said  had  existed  all  her  life.  For  the 
last  week  she  has  had  no  dyspnoea,  but  there  is  no  distinguish- 
able diminution  of  the  thyroid. 

Symelian  Foetus* 

A  full  account  of  this  specimen  has  appeared  in  the 
January  number  of  this  year  of  the  Journal  of  Anatomy  and 
Physiology.    He  showed  the  original  drawings  thinking  that 
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they  may  be  of  interest  to  those  of  the  Fellows  who  are 
engaged  on  obstetric  works.  The  drawings  were  six  in 
number.  No.  1  showed  the  undissected  profile.  No.  2  showed 
the  dissected  profile  and,  taken  in  conjunction  with  Professor 
Windle's  remarks  of  his  microscopical  examination,  is  of 
special  interest  as  proving  the  existence  of  muscular  fibres 
in  the  caudal  appendage  representing  the  curvatures  caudis, 
&c,  in  contradiction  of  those  who  assert  that  these  small 
caudal  appendages  are  only  small  tags  of  skin  devoid  of 
muscular  fibre.  No.  3  shows  the  anterior  aspect  semi- 
dissected.  No.  4  the  posterior  aspect  semi-dissected.  No.  5 
the  anterior  view  of  the  skeleton. 

Dr.  Heywood  Smith  called  attention  to  the  curious  fact 
that  so  young  a  child  should  have  ovarian  pain,  and  asked 
whether  it  was  due  to  abnormal  ovarian  excitement,  in  which 
case  it  was  remarkable  that  the  catamenia  did  not  appear 
until  fourteen  years  of  age.  He  suggested  that  records 
should  be  looked  up  to  see  whether  this  coincidence  had 
been  noticed  before.  It  looked  as  if  activity  of  the  ovaries 
did  not  exercise  any  influence  upon  the  onset  of  the  menstrual 
period. 

Mr.  Tait  said  it  had  been  conclusively  proved  that  ovula- 
tion took  place  at  all  periods,  even  before  birth,  and  that 
puberty  had  nothing  to  do  with  it.  This  fact,  that  ovulation 
took  place  even  in  infancy,  went  to  confirm  the  idea  that  it 
and  menstruation  had  nothing  in  common. 

Dr.  Inglis  Parsons  said  it  had  not  been  made  clear 
what  was  meant  by  ovarian  activity. 

Mr.  Tait  observed  that  it  was  a  most  extraordinary  thing 
how  difficult  it  was  for  the  profession  to  understand  that  three 
distinct  things  were  necessary  to  impregnation— ovulation, 
spermatic  fluid,  and,  above  all,  a  proper  nidus  of  uterine 
endometrium.  Physiology  taught  that  there  was  no  difference 
between  the  ovum  shed  from  the  ovary  of  a  child  two  years 
old  and  that  of  a  mature  woman.  If  the  endometrium  in  a 
child  of  five  were  in  a  suitable  condition,  then  impregnation 
could  take  place  if  the  other  factors  were  present. 

vol.  vii. — NO.  25.  4 
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Dr.  MACNAUGHTON  Jones  said  that  this  assertion  was  in 
reality  begging  the  question.  He  urged  that  no  case  was  on 
record  of  a  child  of  five  becoming  impregnated,  though  he 
remembered  an  instance  in  which  a  child  of  twelve  had  borne 
a  child.  Endometrium  or  no  endometrium,  they  had  no 
proof  that  the  ovum  of  a  child  of  that  age  was  capable  of 
fertilisation* 

Mr.  Tait  did  not  wish  to  say  that  impregnation  had 
taken  place  at  that  age,  but  only  that  it  was  possible  were 
the  endometrium  in  a  proper  condition. 

Dr.  Routh  said  that  these  theories — for  they  were  nothing 
more — would  not  bear  investigation.  If  impregnation  de- 
pended upon  the  condition  of  the  endometrium,  then  how 
was  it  that  certain  wpflfiK^icft^p&SKmceive,  although  as  far 
as  could  be  ascerajntea -their  enatfinfetrium  was  healthy? 
Mr.  Tait's  arguolett  was.  therefore  oqp  that  had  still  to  be 
proved.  He  axed  vraemer  Mr.°2rait  liad  examined  the 
endometrium  of  wfVjyOUljy^hb,  aofl^hether  he  was  in  a 
position  to  assert  fH&£jrayei^Q/&e£rfu^  was  undeveloped. 
Even  new-born  babes  seftnilimus  ttfenstruated,  and  even  baby 
boys  as  well  as  baby  girls  had  milk  in  their  breasts.  There- 
fore, if  a  fully  developed  endometrium  was  the  cause  of 
menstruation,  to  assert  that  this  part  in  young  girls  was  not 
yet  developed  was  an  assumption. 

The  President  said  he  had  taken  some  trouble  to  in- 
vestigate the  matter,  and  he  had  found  that  more  than  25  per 
cent,  of  female  infants  menstruated  during  the  first  ten  days 
after  birth.  In  two  cases  death  had  resulted  from  metror- 
rhagia within  the  first  two  years  of  life. 

Dr.  Parsons  said  that  it  did  not  follow  that  because 
the  ova  of  the  infant  was  microscopically  indistinguishable 
from  that  of  the  woman,  therefore  that  their  chemical  and 
biological  properties  were  the  same. 

Mr.  Tait  said  these  views  were  not  new.  As  long  ago  as 
1843-4  they  had  been  promulgated,  and  several  papers  had 
been  read  at  this  Society  on  the  subject  during  the  last  few 
years.    It  was  not  a  mere  off-hand  statement  of  his  own. 
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Dr.  Macnaughton  Jones  thought  it  was  an  off-hand 
statement  to  say  that  a  child  of  five  might  become  impreg- 
nated if  the  endometrium  were  ready.  It  was  an  assertion 
that  Mr.  Tait  was  not  justified  in  making. 

Dr.  Fancourt  Barnes  pointed  out  that  Mr.  Tait  had 
only  asserted  that  impregnation  could  only  take  place  if  the 
endometrium  were  ready.  Dr.  Routh  had  reminded  them 
that  infants  sometimes  menstruated  very  early,  and  he 
seemed  disposed  to  infer  from  that  that  the  endometrium  was 
ready,  but  that  did  not  follow  any  more  than  that  when 
children  were  born  with  teeth  that  they  were  therefore  pre- 
pared to  take  any  kind  of  food. 

Dr.  Heywood  Smith  observed  that  even  assuming  that 
ova  were  thrown  off  in  children, :  it  #was  open  to  question 
whether  the  germinal  spot  had- the  essential  vitality  of  the 
older  production.  Even  .if  the  ova  were"  shed  there  was  no 
actual  proof  that  they  travelled  down  the  Fallopian  tubes 
and  found  an  exit.  He  asked  whether  Mr.  Tait  was  in 
possession  of  any  observations  Bearing  on  the  subject. 

Dr.  Routh  observed  that  if  menstruation  was  not  due  to 
ovarian  activity  then  it  must  be  due  to  something  else.  But 
in  the  absence  of  any  proof  to  the  contrary  they  had  a  right 
to  assume  that  the  presence  of  milk  in  the  breasts  and  pre- 
cocious menstruation  was  evidence  that  other  sexual  parts 
were  fully  developed.  He  saw  no  similitude  between  the 
presence  of  teeth  and  that  of  milk  in  the  breasts,  &c. 

Case  of  Pelvic  Hematoma  treated  by  Abdominal  Section. 
Under  the  care  of  Dr.  J.  W.  Dunbar  Hooper,  at  the 
Women's  Hospital,  Melbourne. 

Mrs.  T.  W.,  aet.  thirty-three,  married  two  years,  had  never 
been  pregnant  The  catamenia  have  always  been  regular  to 
the  very  day  (28th),  continuing  four  days  and  moderate  in 
quantity,  but  there  was  invariably  dysmenorrhea  for  the  day 
prior  to  the  flow,  and  for  the  first  day.  This  pain  was 
situated  in  the  right  side  of,  and  low  down  in,  the  abdomen. 
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Apart  from  the  dysmenorrhea  she  enjoyed  excellent  health, 
being  of  very  strong  build  and  constitution,  and  accustomed 
to  horseback  exercise. 

On  March  17th  she  commenced  a  menstruation,  which 
she  noticed  was  three  days  late,  but  she  remarked  that  the 
onset  was  painless,  though  the  flow  was  very  scanty  and 
continued  for  fourteen  days,  but  during  this  period  there 
was  acute  agonising  pain  in  right  side  on  two  occasions,  the 
menses  almost  ceasing  for  a  few  hours  and  then  returning 
in  driblets.  For  the  first  five  days  of  this  period  there  had 
been  clots  passed — also  an  unusual  occurrence.  While  en- 
gaged in  gardening,  on  the  8th  of  April,  she  suddenly  felt 
acute  pain  in  the  right  side  of  the  lower  abdomen,  which 
made,  her  take  to  bed  at  once.  She  sent  for  a  local  doctor, 
but  owing  to  his  absence  from  home  she  received  no  aid 
until,  in  response  to  an  urgent  telephonic  message,  I  reached 
her  at  11  a.m.  on  the  10th  inst.  The  pain  having  passed 
off  on  the  9th  inst,  returned  that  night  with  increased 
severity,  so  that  on  my  arrival  her  condition  is  thus  described 
in  my  note  book : — 

Patient  was  very  pale,  the  face  almost  livid,  the  lips  blue, 
hands  cold,  and  knees  drawn  up.  Pulse  130  regular  and 
small.  Temperature  970  in  the  mouth.  The  abdomen  was 
much  distended,  very  tender  and  tympanitic,  with  reson- 
ance all  over  it,  except  for  a  space  over  right  iliac  fossa 
parallel  to  and  above  Poupart's  ligament  for  four  inches.  This 
"  lump  "  as  she  called  it,  was  the  most  tender  spot.  There  was 
constant  bilious  vomiting  and  marked  collapse. 

A  brief  vaginal  examination  was  made  and  revealed  a  soft 
velvety  cervix  in  *  juxtaposition  to  the  pubic  arch.  There 
was  nothing  in  the  left  fornix  or  in  the  posterior  cul-de-sac, 
but  on  the  right  side  an  irregular-shaped  tumour  was  found  in 
the  anterior  and  upper  part  of  fornix,  and,  bimanually,  this 
felt  continuous  with  the  tumour  evident  (from  the  abdomen) 
in  right  iliac  fossa,  and  percussion  gave  an  impulse  to  either 
hand  from  the  percussing  fingers.  Palpating  the  swelling 
per  vaginam  did  not  cause  pain,  but  any  impact  given  on  the 
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abdominal  wall  in  that  region  caused  great  pain.  The  size  of 
this  tumour  was  roughly  gauged  as  equal  to  that  of  a  large 
orange,  but  somewhat  oval  in  shape.  The  sound  was  not 
used.  The  rectum  was  empty.  The  lungs  were  normal ; 
heart  sounds  very  feeble.  There  had  never  been  morning 
sickness,  and  the  breasts  were  normal.  I  now  learnt  the  fore- 
going history  from  her  husband,  and  after  giving  the  necessary 
instructions  to  treat  the  collapse,  I  arranged  to  meet  Dr. 
Macansh  (the  local  medical  attendant)  at  eight  that  evening, 
who  at  that  hour  kindly  administered  ether,  and  the  con- 
ditions described  above  were  then  more  easily  made  out,  the 
tumour  localised  and  the  fundus  uteri  felt  somewhat  enlarged 
(bimanually)  and  drawn  to  the  right  side  and  upwards.  Left 
appendages  felt  natural  I  had  not  much  hesitation  in 
diagnosing:  (1)  acute  pelvic  peritonitis;  (2)  an  hematoma 
in  right  broad  ligament  due  to ;  (3)  rupture  of  vein  in  that 
region ;  or  (4)  etopic  gestation  of  three  to  five  weeks'  growth, 
in  broad  ligament. 

The  patient's  condition  was  far  too  critical  to  allow  of 
immediate  operation ;  any  attempt  at  examination  caused  her 
pulse  almost  to  cease.  Next  morning,  the  temperature  was 
98°  F.,  pulse  120  regular,  and  her  general  condition  was 
somewhat  improved.  I  considered  the  limit  of  present 
haemorrhage  had  been  reached,  and  that  the  course  of  events 
must  be  watched. 

The  patient  lived  ten  miles  from  my  house,  therefore  Dr. 
Macansh  kindly  arranged  to  attend  her.  We  met  daily  in 
consultation,  and  we  had  the  satisfaction  of  watching  a  steady 
improvement  in  the  patient's  general  health.  In  two  weeks, 
the  abdominal  distension  having  subsided,  another  vaginal 
examination  was  made,  and  I  found  the  tumour  had  enlarged 
and  was  fixed  by  adhesions.  The  temperature  varied  only 
slightly  from  the  normal.  I  urged  upon  the  patient  and  her 
husband  the  need  of  abdominal  section  in  order  to  remove 
the  hematoma  and  a  foetus  of  whose  presence  I  was  sceptical, 
but  which  was  considered  a  possible  cause  of  the  trouble.  As 
soon  as  the  patient  could  be  removed  she  was  taken  to  a 
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private  hospital  nearer  to  town.  During  a  somewhat  tardy 
convalescence  she  menstruated  twice  with  very  little  pain,  at 
regular  intervals,  and  throughout  her  illness  in  Brighton  she 
was  skilfully  and  assiduously  attended  by  Dr.  Macansh. 
From  the  date  of  admission  on  June  18th,  until  day  of 
operation,  June  26th,  fifteen-grain  doses  of  acetate  of  potass 
were  given  thrice  daily,  and  the  usual  preliminary  treatment 
was  employed.  The  urine  was  normal,  and  the  bowels  being 
thoroughly  emptied  on  the  24th  and  25th,  only  liquid  food 
was  thereafter  given.  The  carbolic  spray  was  used  in  the 
room  for  three  hours  before  operation,  but  not  during  it.  An 
incision  of  three  inches  was  made  through  the  abdominal 
parietes,  which  were  unusually  fat.  There  was  very  little 
haemorrhage,  only  one  small  vessel  near  the  umbilicus  requir- 
ing forcipressure.  The  subperitoneal  fat  was  abundant  and 
soft,  the  peritoneum  thickened  and  easily  opened,  after  all 
oozing  had  been  checked  by  sponge  pressure.  The  omentum 
at  once  presented  itself  through  the  opening  in  peritoneum, 
but  it  and  the  intestines  behind  were  easily  controlled,  while, 
with  two  fingers  of  my  left  hand,  I  rapidly  but  gently 
explored  the  pelvic  cavity.  A  tumour,  feeling  like  a  tense 
cyst,  was  soon  touched,  and  its  connections  cautiously  exam- 
ined. Its  situation  was  between  the  right  ovary  and  fundus 
uteri — in  the  broad  ligament,  with  a  limit  below  parallel  to 
half  inch  above  the  region  of  Poupart's  ligament,  extending 
for  four  inches  and  not  dipping  into  Douglas'  space.  With 
great  care  the  tumour  was  gradually  separated  from  its 
adhesions  to  intestine  in  three  places,  and  to  the  uterus  and 
bladder,  and  to  the  pelvic  fascia  in  front.  While  doing  this, 
however,  my  fingers  ruptured  the  cyst,  which  had  for  its  walls 
merely  the  thickened  two  layers  of  broad  ligament  and  the 
surrounding  adhesions.  About  five  handfuls  of  dark  clots 
were  cleared  out,  a  few  pieces  escaping  into  the  abdominal 
cavity.  Any  attempt  to  bring  the  cyst-like  sac  to  the 
abdominal  wall  only  resulted  in  detaching  portions  of  it. 
About  half  of  the  cyst  came  away  entire,  and  its  centre  con- 
sisted of  an  oval,  laminated,  decolorised  clot,  about  one  and  a 
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half  inch  long  and  three-quarters  of  an  inch  in  diameter.  The 
removal  of  the  latter  half  caused  some  smart  haemorrhage, 
but  not  severe ;  therefore,  to  check  this,  and  remove  any 
small  clots  which  might  be  left,  the  abdominal  cavity  was 
thoroughly  irrigated  through  Lawson's  Tait's  canula,  with 
plain  water  at  ioo°  F.  which  had  previously  been  boiled. 
When  the  return  current  was  quite  clean  the  patient  was 
turned  on  her  side,  and  any  remaining  fluid  was  removed 
through  the  canula — the  intestines  being  freely  stirred  about 
meanwhile,  and  then  the  abdominal  cavity  was  carefully 
searched  with  a  soft  sponge  for  dibris.  The  omentum  was 
folded  down  as  an  apron  over  the  intestines,  and  four  deep 
sutures  of  carbolised  silk  were  inserted  through  the  abdominal 
parietes  and  peritoneum  on  either  side.  The  edges  of  the 
peritoneum  had  so  far  receded  during  the  operation  that  they 
were  fully  half  an  inch  from  the  proximal  edge  of  the 
muscular  incisions.  Several  silkworm-gut  sutures  were  used, 
and  passed  the  skin  and  buried  in  the  subjacent  muscle. 
After  all  sutures  were  tied,  iodoform  was  dusted  over  the 
wound,  and  salicylic  wool  and  Mead's  strapping  applied. 
Neither  drainage  tube  was  used  nor  sound  passed,  the  fundus 
uteri  being  distinctly  felt  slightly  enlarged  and  the  appen- 
dages on  both  sides  were  left  intact.  During  the  separation 
of  adhesions  Dr.  Power  kept  a  catheter  in  the  bladder.  Only 
two  adhesions  required  ligation  and  those  were  intestinal 

The  patient  was  able  to  get  out  of  bed  on  July  12th,  and 
went  home  on  the  21st. 

Patient  was  thoroughly  examined  on  July  24th,  looked  in 
excellent  health,  was  wearing  an  abdominal  belt,  could  walk 
with  freedom  and  comfort,  and,  per  vaginam,  there  was  no 
evidence  of  any  tumour  or  inflammation.  She  had  a  pain- 
less menstruation  from  August  1st  to  5th. 

During  the  after  treatment  the  temperature  caused  no 
anxiety,  on  three  occasions  only  reaching  ioo°  R,  and  that 
while  aperient  medicine  was  acting.  I  think  this  case  is 
worthy  of  record  because  the  date  of  haemorrhage  into  broad 
ligament  was  evidently  on  or  about  the  8th  April,  when 
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peritonitis  supervened,  while  the  operation  for  removing  the 
haematoma  was  undertaken  nearly  eleven  weeks  afterwards. 

Had  the  case  been  one  of  ruptured  tubal  pregnancy  there 
would,  most  probably,  have  been  greater  haemorrhage,  and  I 
founded  my  diagnosis  as  to  the  cause  and  position  of  the 
haemorrhage  on  two  facts : — (i.)  Its  limited  extent,  pushing 
apart  the  two  layers  of  broad  ligament.  (2.)  Its  situation 
well  forwards  and  upwards  and  not  into  the  retro-uterine 
portions  of  the  peritoneum.  I  hold  that  I  was  justified  in 
delaying  operation  while  the  patient  was  evidently  respond- 
ing to  rest  and  treatment  and  gaining  strength,  but  I  was 
quite  prepared  to  operate  on  any  sign  of  renewed  haemor- 
rhage. 

The  fact  that  no  foetus  was  found  does  not,  I  venture  to 
believe,  put  ectopic  gestation  of  three  to  five  weeks'  growth 
out  of  court,  for  Mr.  Lawson  Tait  has  recorded  cases  under 
this  heading  where  no  foetus  was  found.  But  he  is  clear  on 
the  point  that  some  traces  of  deciduan  are  necessary  to 
establish  the  diagnosis.  He  states  also  that  in  the  majority 
of  instances,  the  embryo  escapes  into  peritoneal  cavity,  is 
then  lost,  or  never  found,  and  must  be  digested,  for  it  never 
does  harm.  I  regard  the  present  case,  however,  as  most 
probably  one  of  pelvic  haematoma  due  to  rupture  of  a  vein  in 
broad  ligament  during  menstrual  congestion — the  previous 
dysmennorrhoea  being  caused  by  venous  tension  at  the  periods 
— and  this  being  released,  the  subsequent  catamenia  have 
been  painless. 

It  is  possible  that  this  haematoma  might  have  been  ab- 
sorbed ;  but  having  regard  to  its  situation  and  origin,  I 
believed  it  was  more  likely  to  suppurate,  or,  its  surrounding 
being  so  fragile,  to  have  ruptured  into  the  general  peritoneal 
cavity  on  the  least  provocation. 

The  operation  was  justified  on  the  diagnosis  and  on  the 
probability  of  ectopic  gestation,  which  even  now  is  not  dis- 
proved. 

I  recollect  seeing  similar  conditions  treated  by  free  vaginal 
incisions,  and  can  recall  two  deaths  on  the  third  day  sub- 
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sequent  to  such  measures.  And  those  who  have  watched 
pelvic  haematomata  during  the  tedious  process  of  absorption, 
or  seen  the  results  when  suppuration  occurred  will,  I  think, 
agree  that  the  entire  removal  is  the  most  satisfactory  treat* 
ment 

Addendum. — The  material  removed  from  a  cyst  in  the 
broad  ligament  consisted  of  partly  laminated  and  semi- 
organised  clot  of  some  duration,  and  also  of  more  recent  and 
dark-coloured  and  soft  clot.  No  evidence  of  placenta  or 
embryo  could  be  detected. 

The  President  thought  that  the  author  was  entitled  to 
a  vote  of  thanks  for  having  contributed  such  an  interesting 
paper. 

•        •/.        .        •         •        ,        .        .        •        • 

The  Society  then  resolved  itself  into  a  special  meeting  to 
consider  the  question  of  giving  certificates  to  obstetric  nurses. 

The  President  pointed  out  that  it  was  in  no  wise  the 
intention  of  the  Society  to  encroach  upon  the  sphere  of  ac- 
tivity of  the  Obstetrical  Society  in  regard  to  midwives,  wishing 
merely  to  confine  its  attention  to  obstetrical  and  monthly 
nurses.  With  reference  to  the  question  whether  a  scientific 
Society  should  undertake  the  work  of  examining  monthly 
nurses,  he  urged  that  it  was  entirely  within  the  province  of  the 
Society  to  decide  it  He  said  that  gynaecology  indirectly  had 
an  enormous  bearing  upon  the  safety  of  women  in  labour,  in 
proof  of  which  he  mentioned  that  out  of  four  deaths  in  a 
thousand  cases  at  Queen  Charlotte's  Hospital,  three  were  due 
directly  or  indirectly  to  pre-existing  diseases  of  the  female 
organs  of  generation.  It  would,  therefore,  be  perfectly  be- 
coming in  fellows  of  this  Society  to  undertake  to  protect 
women  in  childbirth.  The  present  system  of  educating 
monthly  nurses  was  a  most  unsatisfactory  one,  and  it  was  im- 
perative to  improve  the  training  and  education  of  monthly 
nurses.  At  present  the  aspirant  nurse  went  into  a  lying- 
in  hospital  where  she  saw  perhaps  five  cases  and  remained 
from  six  to  twelve  weeks,  and  then,  on  the  payment  of  some 
paltry  sum  she  was  palmed  off  on  the  public  as  a  woman  fit 


58  The  British  Gynaecological  Society. 

and  proper  to  undertake  the  duties  of  a  midwife.  They  had 
heard  a  good  deal  of  the  ignorance  of  midwives  and  its  conse- 
quences, but  at  least  as  much  danger  and  trouble  resulted 
from  ignorance  upon  the  part  of  monthly  nurses  as  upon  the 
part  of  midwives.  Therefore,  he  held  that  they  would  in  no 
way  be  departing  from  the  object  of  this  Society  in  undertak- 
ing this  duty.  He  urged  that  if  the  Society  would  undertake 
the  duty  of  examining  it  would  constitute  a  great  step  in 
advance  in  the  education  of  these  nurses.  It  was  not  fair  to 
the  teachers  of  such  an  institution  as  Queen  Charlotte's  to 
impose  upon  them  the  burden  of  examining  candidates  for  a 
certificate.  As  a  matter  of  fact,  however  ignorant  these 
women  might  be,  and  however  they  might  have  performed 
their  duties,  it  was  difficult  and  even  impossible  to.  refuse  them 
a  certificate  at  the  termination  of  their  course.  They  had 
three  kinds  of  midwives,  and  the  lowest  category  of  them 
simply  signified  nothing  at  all.  What  they  wanted  was  to 
be  able  to  say  to  the  women,  we  will  do  all  we  can  to  help 
you,  and  you  will  have  to  present  yourself  for  examination 
before  these  gentlemen,  who  have  undertaken  the  duty  of 
ascertaining  whether  or  not  you  have  taken  advantage  of  your 
opportunities  for  becoming  proficient  in  your  duties.  Then 
these  women  would  be  stimulated  into  working  up,  and  a 
pressure  would  be  brought  to  bear  which  was  not  at  present 
possible. 

The  President  added  that  he  had  received  letters  "from 
Dr.  Spanton  in  favour  of  the  action  of  the  Council,  and  one 
from  Dr.  Bantock,  who  was  opposed  to  it  in  toto. 

Mr.  TAIT  rose  to  a  point  of  order.  He  regretted  to  say  he 
differed  toto  coelo  from  the  conclusions  of  the  Council,  he 
thought  that  such  a  purely  obstetrical  matter  ought  never  to 
have  been  introduced.  The  point  he  raised  was  this :  he  had 
already  reminded  the  Society  that  they  were  acting  in  virtue 
of  an  Act  of  Parliament  which  defined  what  could  and  what 
could  not  be  done,  and  the  limits  were  marked  out  in  the 
Articles  of  Association.  He  had  been  unable  to  find  anything 
therein  which  gave  them  the  power  to  do  anything  of  the 
kind,  and  the  action  of  the  Council  was  altogether  ultra  vires. 
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A  Fellow  said  that  he  took  it  that  a  diploma  meant  a 
document  conveying  a  legal  privilege,  and  this  was  a  thing 
they  evidently  had  no  power  to  do. 

Dr.  Avelikg  said  the  Nurses'  Association  was  trying  to 
get  incorporated,  but  the  midwives  had  already  been  incor- 
porated and  refused  to  allow  the  nurses  to  include  midwives 
in  their  scheme,  on  the  ground  that  the  position  was  already 
taken.  He  thought  the  same  privilege  would  be  invoked 
with  regard  to  this  Society. 

Dr.  Fenton  thought  the  opinion  of  counsel  ought  to  be 
taken  upon  the  legal  point  which  had  been  raised.  If  this 
opinion  were  adverse  to  the  present  powers  of  the  Society, 
then  they  would  have  to  consider  the  advisability  of  increasing 
their  powers. 

Mr.  Tait  observed  that  it  was  not  such  an  easy  matter  as 
they  might  think  to  alter  the  Articles  of  Association,  the  re- 
casting of  the  Articles  of  Association  often  meant  the  recon- 
struction of  a  company,  and  that  was  a  very  considerable 
business. 

Dr.  PARSONS  urged  that  whether  or  not  it  was  authorised 
by  the  Articles  of  Association  did  not  matter,  the  certificates 
granted  by  the  Society  would  not  be  legally  recognised.  The 
only  benefit  would  be  that  medical  men  would  know  that  its 
possession  indicated  a  certain  amount  of  training.  He  did 
not  see  what  advantage  it  would  be  to  any  of  them.  He 
asked  what  the  idea  was  of  having  two  diplomas  and  whether 
the  obstetric  nurse  was  not  a  midwife  in  disguise. 

Mr.  Tait  moved  that  the  opinion  of  the  couusel  be 
taken. 

Dr.  Ave  LING  seconded  the  motion.  He  thought  that  the 
views  expressed  by  Dr.  Macnaughton  Jones,  that  midwives 
should  be  suppressed  in  favour  of  a  better  class  of  women, 
was  an  endeavour  to  play  into  the  hands  of  the  Nurses'  Asso- 
ciation. This  Association  had  endeavoured,  through  Mr. 
Brudenell  Carter,  to  get  nurses  associated  with  midwives; 
but  his  proposal  had  been  opposed  by  the  General  Medical 
Council  and  by  that  most  astute  medico-legal  gentleman  Sir 
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John  Simon,  who  said  that,  *  while  he  wished  to  give  every 
possible  assistance  to  the  nursing  movement,  he  could  not  do 
otherwise  than  place  it  in  quite  a  different  category  to  the 
midwives'  question."  The  proposals  of  the  British  Gynaeco- 
logical Society  amounted  to  this,  "that  monthly  nurses  were  to 
be  improved  on  the  earth  and  midwives  were  to  be  improved 
off  the  earth."  It  was  an  attempt  on  the  part  of  the  nurses  to 
lower  midwives  to  their  own  standard,  so  that  they  might  in- 
clude them  within  the  meshes  of  their  own  net.  He  regretted 
that  the  draft  proposals  had  not  been]sent  round  a  week  since, 
in  order  to  enable  Fellows  to  consider  them  at  their  leisure. 
Further  information  as  to  details  was  also  desirable.  The 
squabble  between  the  Midwives  and  the  Nurses1  Association 
was  an  old  one,  and  this  was  an  attempt  to  raise  it  up  again 
so  as  to  reduce  midwives  to  the  level  of  nurses.  Midwives 
were  not  nurses.  They  were  women  who  were  entitled  to  act 
independently,  without  interference  of  a  doctor  at  all.  They 
were,  in  fact,  sub-midwifery  practitioners.  The  nurse,  on  the 
other  hand,  was  the  handmaid  of  the  practitioner.  He  hoped 
the  Society  would  not  allow  itself  to  be  used  as  a  sort  of 
catspaw  on  behalf  of  the  Nurses1  Association. 

Dr.  Macnaughton  Jones  repudiated  the  idea  as  to 
playing  into  the  hands  of  the  Nurses'  Association,  on  the  part 
of  Dr.  Bedford  Fenwick,  who  was  absent.  They  were  certainly 
not  out  of  order  in  discussing  the  question.  The  questions  of 
diplomas  or  certificates  had  been  fully  discussed  in  Council 
and  by  a  special  committee,  and  they  had  before  them  the 
example  of  the  Obstetrical  Society  in  granting  a  diploma.  It 
was  a  question  whether  they  could  increase  the  value  of  the 
piece  of  paper  they  gave  as  compared  with  that  granted  by 
the  other  body.  If  another  body  could  grant  such  a  diploma 
why  not  this  Society.  The  scheme  before  them  was  not  a 
thoroughly  amended  scheme  ;  in  the  amended  scheme,  which 
they  had  not  been  enabled  to  get  printed  in  time,  there  were 
some  most  important  alterations.  The  scheme  before  them 
comprised  merely  suggestions,  and  was  open  to  comment  on 
the  part  of  any  Fellow,  and  there  was  no  desire  on  the  part 
of  the  Council  to  hurry  them  through. 
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The  President  proposed  as  an  improvement  on  Mr. 
Tait's  resolution  "  that  the  special  meeting  be  adjourned  for 
the  opinion  of  the  Council  to  be  taken,  and  that  the  scheme 
before  them  be  taken  as  an  interim  report  of  the  Committee." 

Dr.  Bennett  suggested  that  an  expression  of  opinion 
should  be  taken  forthwith.  He  urged  that  they  were  begin- 
ning at  the  wrong  end.  As  a  general  practitioner  of  many 
years'  experience  he  could  say  that  he  had  never  lost  a  case 
of  midwifery,  and  he  thought  that  the  large  percentage  of 
deaths  among  the  upper  classes  during,  or  in  their  accouche- 
ments,  arose  from  medical  men  leaving  to  others  what  they 
ought  to  see  to  themselves  He  confessed  to  a  fear  of  "  trained 
nurses,"  so-called. 

Mr.  Tait  said  he  was  prepared  to  support  the  proposal 
to  take  a  preliminary  note  on  the  subject.  He  intended  to 
oppose  the  measure  in  every  possible  way. 

Mr.  Jessett  suggested  that  it  would  be  well  for  the 
Council  to  state  the  reasons  that  had  led  them  to  arrive  at 
their  conclusions.  He  thought  it  would  perhaps  be  advisable 
to  withdraw  the  measure  for  the  present  and  discuss  the 
matter  de  novo.  It  was  no  good  taking  the  opinion  of  some 
thirty  or  forty  members,  and  a  special  meeting  ought  to  be 
summoned  for  the  purpose. 

Dr.  ROUTH  observed  that  a  certain  Bill  had  been  very 
much  opposed,  and  they  had  been  called  upon  to  take  up  the 
defence  of  the  general  practitioner,  by  preventing  this  Bill 
passing,  and  by  providing  a  substitute.  The  result  had  been 
that  these  proposals  were  brought  forward  by  the  Council. 
It  was  an  understood  thing  that  the  leave  of  the  Fellows  was  to 
be  obtained.  If  the  motion  were  insisted  upon  he  thought 
the  Council  should  insist  on  a  poll. 

The  President  suggested  that  the  motion  should  be 
withdrawn,  and  the  matter  left  to  the  Council  for  con- 
sideration. 

Dr.  Bennett  regretted  that  he  could  not  see  his  way  to 
withdrawing  his  motion.  If  the  meeting  was  large  enough  to 
pass  the  rules  it  was  surely  large  enough  to  reject  them. 
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Every  Fellow  had  had  notice  and  would  have  attended  had 
any  interest  been  felt  in  the  matter. 

Dr.  Aveling  did  not  think  that  this  was  a  legitimate 
consequence  of  the  discussion  on  the  Midwives*  Bill.  If  it 
was  really  a  sequel  it  was  a  miserable  failure. 

Dr.  Fenton  pointed  out  that  no  vote  could  legally  be 
taken  at  that  hour. 

Mr.  Tait  explained  that  as  it  was  a  special  meeting  they 
could  go  on  as  long  as  they  liked. 

Dr.  Bennett  asked  permission,  at  Mr.  Lawson  Tait's 
special  request,  to  withdraw  his  motion  in  favour  of  that  of 
Mr.  Tait,  and  this  having  been  accorded,  the  motion  stand- 
ing in  the  name  of  Mr.  Tait  was  passed. 

The  Society  then  adjourned. 
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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  March  12,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair, 

Present  :  21  Fellows,  7  Visitors. 

The  following  were  proposed  for  election :  Dr.  Shapley, 
Sidcup ;  Dr.  Jaynes,  London ;  Dr.  Clement  Godson,  London, 
and  Dr.  Wadd,  Richmond. 

The  following  were  elected  Fellows  of  the  Society :  Dr. 
A.  J.  Carter,  London;  Dr.  Frankish,  London;  Dr.  Michie, 
Nottingham,  and  Dr.  Kiersted,  Canada. 

Books  were  presented  to  the  Library  by  Professor  Pozzi, 
Paris. 

Ectopic  Gestation  complicating  Normal  Pregnancy  ;  Abdominal 
Section  ;  Recovery.  By  RALPH  WORRALL,  M.D.,  M.Ch., 
Honorary  Assistant  Surgeon  to  the  Department  for 
Women  at  the  Sydney  Hospital. 

E.  M.,  aged  thirty,  consulted  me  on  January  7th,  1890,  for 
a  large  abdominal  tumour. 

Previous  History. — Married  ten  years,  five  children,  the  last 
three  years  ago.  Always  enjoyed  good  health  up  to  April, 
1888.  In  that  month,  the  menses  having  been  absent  for  about 
six  weeks,  she  was  one  night  awakened  from  sleep  by  a  severe 
pain  in  the  abdomen,  causing  her  to  feel  faint  and  to  break 
out  into  a  cold  perspiration.  Vomiting  and  diarrhoea  set  in 
immediately,  and  in  a  few  hours  a  red  discharge,  like  the 
natural  courses,  appeared  and  continued  several  hours.  There 
were  no  clots  or  pieces  of  membrane.  The  pain  and  vomiting 
persisted  for  about  six  weeks,  confining  her  to  bed.  About 
two  weeks  after  the  pain  began  she  noticed  a  lump  on  the 
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lower  abdomen,  a  little  to  the  left,  which  gradually  en- 
larged. Three  doctors  attended  her  during  the  six  weeks  she 
was  in  bed,  but  expressed  no  opinion  as  to  the  nature  of  her 
illness.  Her  health  gradually  became  perfectly  restored,  but 
the  abdomen  continued  to  enlarge,  and  in  about  four  months 
she  distinctly  felt  movements.  In  October,  1888  (about 
eight  months  from  cessation  of  catamenia),  a  sudden  flooding, 
unaccompanied  by  pain,  came  on  and  lasted  for  three  days. 
"  She  was  then  as  stout  as  she  usually  was  at  the  ninth 
month."  Her  medical  attendant  gave  her  something  which 
stopped  the  flooding,  and  said  she  would  be  confined  in 
another  month. 

At  the  end  of  that  time  a  red  flow  appeared  in  moderate 
quantity  for  three  days,  accompanied  by  a  severe  bearing-down 
pain,  differing  from  ordinary  labour  pains  in  being  "  continu- 
ous and  not  coming  and  going."  This  kept  on  for  about  a 
fortnight  Her  doctor  attended  during  this  time  and  said 
she  would  eventually  be  confined  all  right.  Instead  of  this, 
however,  she  began  gradually  to  decrease  in  size.  Menstrua- 
tion returned  regularly  and  naturally,  and  her  general  health 
was  soon  as  good  as  ever.  The  tumour,  having  decreased  to 
a  certain  point,  thereafter  remained  stationary. 

About  the  middle  of  July,  1889,  she  menstruated  as  usual, 
but "  has  seen  nothing  since."  From  last  October  the  abdomen 
has  steadily  enlarged.  On  again  seeing  her  medical  attend- 
ant he  said  he  thought  she  had  a  fibroid  tumour.  Becoming 
alarmed  at  this  statement  she  discussed  the  subject  with  her 
friends,  and  was  advised  to  consult  me. 

Present  Condition. — A  rather  thin  but  healthy-looking 
woman.  The  abdomen  is  occupied  by  a  prominent  tumour, 
reaching  two  inches  above  the  umbilicus.  Careful  palpation 
shows  a  sulcus  running  down  the  centre,  dividing  it  into  two 
almost  equal  parts,  differing,  however,  greatly  from  each  other. 
That  on  the  left  is  well  defined,  hard,  uneven,  nodular,  not 
tender,  slightly  moveable.  That  on  the  right  is  ill-defined, 
soft,  elastic  and  smooth ;  also,  however,  not  tender  and  slightly 
moveable.    Per  vaginam%  the  right  tumour  is  found  to  be 
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continuous  with  the  cervix,  which  is  greatly  displaced  to  the 
left.  The  left  tumour  is  pushed  high  out  of  the  pelvis  and 
can  scarcely  be  reached.  The  detection  on  the  right  side  of 
the  abdomen,  of  the  foetal  heart  and  movements,  taken  in 
conjunction  with  the  above,  made  it  evident  to  my  mind  that 
there  was  a  living  foetus  in  utero,  while  on  the  left  it  seemed 
fairly  certain  I  had  to  deal  with  an  ectopic  foetus  which  had 
been  carried  about  by  its  mother  for  nearly  two  years. 

The  pulse  and  temperature  were  normal. 

In  the  treatment  of  the  case  three  courses  were  open  to 
me: — 

(1)  To  do  nothing. 

(2)  To  induce  premature  labour. 

(3)  To  remove  the  ectopic  foetus  by  adominal  section. 
Against  the  first  were,  that  even  then,  at  the  sixth  month 

of  utero  gestation,  intra  abdominal  pressure  was  causing 
much  discomfort,  and  it  was  extremely  probable  that,  during 
the  puerperium,  if  not  before,  suppuration  of  the  ectopic  cyst 
would  take  place,  with  death  from  septicaemia. 

The  same  result  would  be  as  likely  to  follow  the  induction 
of  premature  labour,  as,  indeed,  it  actually  did  in  a  case 
narrated  by  Dr.  Chambers  at  the  Intercolonial  Medical  Con- 
gress, in  January,  18891  Furthermore,  while  this  plan  in- 
volved much  danger  to  the  mother  and  certain  death  to  the 
child,  it  allowed  the  ectopic  foetus  to  remain  as  a  constant 
menace  to  the  mother's  life;  while  on  the  other  hand, 
removal  of  the  older  foetus,  by  abdominal  section,  exposed 
the  mother  to  no  greater  risk,  gave  the  foetus  in  utero  a  fair 
chance,  and,  if  successful,  left  the  patient  restored  to  perfect 
health.  This  last  plan,  therefore,  I  determined  to  adopt,  and 
the  patient's  means  not  allowing  the  operation  to  be  done  at 
home,  she  was  admitted  to  the  Sydney  Hospital  in  January, 
1890. 

On  23rd  January  I  performed  abdominal  section  in  the 
presence  of  my  colleagues,  Drs.  Sydney  Jones  and  Goode  and 
the  resident  staff.  The  incision  was  made  well  to  the  left 
along  the  linea  semilunaris,  in  accordance  with  the  theory  of 
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Mr.  Tait  that  the  peritoneal  cavity  might  thus  escape.  This 
case,  however,  proved  to  be  an  exception,  owing,  no  doubt,  to 
the  fact  that  the  foetus  had  developed  in  the  posterior  layer 
of  the  broad  ligament  On  opening  the  peritoneum  the 
omentum  presented,  blackish  in  colour,  and  extensively 
adherent  to  the  anterior  surface  of  the  sac.  It  was  ligatured 
and  cut  away.  An  incision  was  made  into  the  sac,  in  a 
direction  to  avoid,  as  far  as  possible,  the  large  vessels  which 
coursed  over  its  surface.  Several  points,  however,  required 
ligature. 

A  thick  yellowish  liquid,  apparently  a  mixture  of  vernix 
caseosa  and  meconium,  flowed  out  in  considerable  quantity. 
There  was  no  odour  nor  other  evidence  of  decomposition. 
The  back  of  the  child  presented.  Its  delivery  was  effected 
without  difficulty,  breech  first.  The  placenta  appeared  to  be 
incorporated  with  the  sac  at  its  lower  and  inner  part,  in 
intimate  connection  with  the  uterus.  The  umbilical  cord  was 
ligatured  close  to  the  placenta  and  cut.  The  ligature  might, 
perhaps,  have  been  dispensed  with.  The  Fallopian  tube 
and  anterior  layer  of  the  broad  ligament  were  defined,  form- 
ing a  small  portion  of  the  sac  below  and  anteriorly. 

An  attempt  was  made  to  remove  the  sac,  but  its  pelvic 
connections  were  so  deep  and  extensive,  in  addition  to  adhe- 
sions to  intestine  and  parietal  peritoneum  along  the  upper 
surface,  that  in  view  of  the  desirability  of  disturbing  the 
uterus  as  little  as  possible  it  was  considered  wiser  to  leave 
it.  The  syphon  douche  was,  therefore,  used  to  wash  the 
interior  clear  of  every  particle  of  foreign  matter.  A  careful 
peritoneal  toilet  having  also  been  made,  the  wound  was  closed 
in  such  a  way  that  the  sutures,  which  brought  together  the 
abdominal  walls,  also  closed  the  incision  in  the  sac,  turning 
in  the  edges  of  the  latter  so  that  the  serous  surfaces  were 
apposed,  and  keeping  them  in  contact  with  the  parietal  peri- 
toneum. No  drainage  tube  was  used.  The  child  measured 
I9#  inches,  and  weighed  4}4  lbs.  It  was  extremely  flaccid. 
The  skin  was  quite  soft  and  healthy,  but  was  absent  from  a 
considerable  portion  of  the  back. 
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The  pulse,  after  operation,  was  128,  but  the  patient  did 
not  show  much  evidence  of  shock.  There  was  not  more 
than  an  average  amount  of  subsequent  pain  and  vomiting, 
yet,  notwithstanding,  at  9.0  p.m.  the  next  day  labour  began. 

The  patient  was  kept  on  the  back  to  avoid  strain  on  the 
wound,  and  for  the  same  reason  the  forceps  were  applied  as 
soon  as  the  os  was  sufficiently  dilated.  The  child  was  a 
female  and  cried  feebly,  but  in  spite  of  every  care  only  lived 
four  hours.  The  placenta  was  expelled  without  much  haemor- 
rhage. As  the  dressings  were  disturbed  and  the  abdomen 
much  smaller,  the  wound  was  dressed  and  the  abdomen  re- 
strapped.  Immediately  after  labour  the  pulse  was  116,  and 
the  patient  said  she  felt  well. 

On  the  23rd  there  was  much  abdominal  distension  and 
vomiting,  which  were  greatly  relieved  by  a  turpentine  enema, 
and  two  tumblers  of  hot  water  to  wash  out  the  stomach. 
The  patient  was  nourished  by  zyminised  suppositories.  On 
the  26th  she  took  Benger's  food  and  gruel. 

27/A — Dressed  wound,  which  looked  well,  except  for  a 
slight  yellowish  discolouration  of  margins.    Lochia  normal. 

30/A. — Dressed  wound.  Removed  all  sutures — thirteen 
silk,  seven  horse-hair.  Slight  redness  of  skin  margins,  but 
union  good. 

3 ist — Considerable  sanious,  smelling  discharge  on  dress- 
ings, but  probe  cannot  be  passed  into  the  sac  anywhere. 
Patient  feels  and  looks  well. 

February  2nd. — Condition  good,  but  sanious  discharge 
continues  to  soak  dressings.  Probe  passed  in  through  third 
upper  suture  hole  into  a  cavity  (the  sac).  Incision  evacuated 
about  half  a  pint  of  sanious  pus.  Sac  washed  out  with  per- 
chloride  lotion  1  in  4,000.  Large  rubber  drainage  tube 
passed  to  the  bottom. 

After  this  the  sac  was  daily  irrigated  with  carbolic  lotion 
one  in  forty,  and  a  piece  of  lamp  wick  passed  through  the 
drainage  tube  so  as  to  keep  the  sac  as  dry  as  possible.  The 
discharge  gradually  lessened  and  the  sac  contracted,  so  that 
she  was  discharged  from  hospital  on  17th  March  with  merely 
a  small  sinus,  which  has  since  closed. 
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The  diagnosis  of  ectopic  gestation,  after  the  death  of  the 
foetus  at  full  term,  is  admitted  by  all  authorities  to  be  attended 
by  exceptional  difficulties.  Strahan  says,  "We  may  safely  say 
that,  after  the  death  of  the  child  (should  the  case  be  first 
seen  then),  is  the  most  difficult  period  of  all  to  make  a 
diagnosis." 

Parry  makes  remarks  of  a  similar  kind.  In  this  case  the 
diagnosis  was  further  complicated  by  the  presence  in  utero  of 
a  living  foetus  at  the  sixth  month,  which  only  careful  palpa- 
tion dissociated  from  the  ectopic  child,  both,  owing  to  absorp- 
tion in  the  case  of  the  latter,  being  exactly  the  same  size, 
and,  on  a  superficial  examination,  apparently  forming  one 
tumour.  Only  an  accurate  knowledge  of  the  clinical  history 
and  signs  of  the  condition,  along  with  patient  questioning 
and  physical  examination  of  the  woman,  can  save  us  from 
consequences  disastrous  to  our  patients  and  to  our  own  repu- 
tations. As  regards  treatment,  I  do  not  think  there  will  be 
any  question  as  to  the  propriety  of  operating.  My  only 
regret,  in  which  the  patient  does  not  share,  is  that  the  normal 
pregnancy  was  interrupted,  although  I  carefully  abstained 
from  in  any  way  interfering  with  the  uterus. 

I  did  not  use  a  drainage  tube,  in  the  hope  that  I  should 
thus  avoid  suppuration.  Perhaps  it  would  have  been  wiser 
to  have  done  so,  although  the  manner  in  which  the  sac  was 
sutured  to  the  abdominal  walls  made  it  possible  for  me  to 
resort  to  its  use  whenever  desirable.  In  an  operation  before 
instead  of  after,  foetal  death,  it  is  evident  drainage  might  be 
avoided  with  far  greater  chances  of  success.  At  no  time 
during  the  progress  of  the  case  was  there  any  real  cause  for 
anxiety.  The  patient  always  expressed  herself  as  feeling 
well. 

As  far  as  I  have  been  able  to  ascertain  this  is  a  unique 
case,  in  so  much  as  there  is  none  on  record  in  which  an 
ectopic  foetus  has  been  removed  by  abdominal  section  during 
a  superadded  normal  pregnancy. 

At  the  Intercolonial  Medical  Congress  held  in  Melbourne 
last  year  I  brought  forward  two  cases  of  extra  uterine  preg- 
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nancy  successfully  treated  by  abdominal  section.  In  both 
cases  there  was  suppuration  in  the  sac ;  in  both  the  sac  was 
the  distended  broad  ligament,  and  in  both  there  was  a  clear 
history  of  previous  rupture  of  the  tube. 

All  three  cases  go  strongly  to  support  the  views  of  Mr. 
Tait  as  to  the  pathology  and  treatment  of  ectopic  gestation, 
and  I  feel  it  is  only  due  to  him  to  say  that  these  women  owe 
their  lives  indirectly  to  him,  for  almost  all  I  know  of  the 
subject  is  derived  from  his  writings. 

Dr.  Edis  observed  that  it  was  always  difficult  to  make 
any  criticisms  on  such  papers  because  the  author  had  thought 
the  matter  well  over,  and  had  exhausted  the  various  points 
which  would  suggest  themselves.  Sometimes  there  might  be 
a  question  of  principle  involved,  but  that  was  not  the  case  in 
the  present  instance.  The  record  of  these  cases  was  calcu- 
lated to  render  service  to  others  who  might  find  themselves 
in  a  like  predicament,  and  great  credit  was  due  to  the  surgeon 
who  managed  to  make  such  a  clever  diagnosis,  subsequently 
confirmed  by  treatment.  He  thought  that  when  the  interests 
of  the  mother  and  of  the  child  came  into  direct  conflict  then 
the  former  ought  to  have  the  preference.  He  would  like  to 
know  why  the  author  had  not  used  a  drainage  tube,  seeing 
that  the  foetus  was  known  to  have  been  dead  for  some  time. 
The  placenta  had  been  left  in,  and  that  was  certainly  the 
right  thing  to  do,  seeing  that  it  could  not  have  been  removed 
without  serious  danger  of  haemorrhage,  but  in  his  (Dr.  Edis's) 
opinion  it  would  have  been  safer  to  have  drained,  or  to  have 
left  the  cavity  so  as  to  have  had  the  command  of  it 

Dr.  MANSELL-MOULLIN  said  he  should  not  have  adopted 
the  line  followed  by  the  author,  in  spite  of  the  fact  that  the 
successful  issue  of  the  case  might  be  held  to  have  proved  it 
to  be  the  correct  one.  He  pointed  out  that  there  was  a 
certain  amount  of  doubt  as  to  the  nature  of  the  tumour.  As 
the  author  had  observed,  a  dead  ectopic  foetus  was  about  the 
most  difficult  thing  in  the  world  to  diagnose.  Had  it  occurred 
that  the  ectopic  gestation  was  of  a  different  nature  to  what 
it  turned  out  to  be,  and  if  it  had  been  impossible  to  remove 
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the  tumour,  he  would  have  experienced  the  greatest  diffi- 
culty in  closing  the  abdominal  incision — indeed  it  would  have 
been  impossible  without  first  emptying  the  contents  of  the 
uterus.  He  had  met  with  a  similar  case ;  nothing  had  been 
gained  by  the  procedure  adopted ;  the  woman  miscarried,  as 
they  always  did  under  these  circumstances.  Clearly,  there- 
fore, the  preferable  course  was  to  induce  premature  labour 
first,  for  that  would  have  relieved  the  distension,  and  then 
he  could  have  treated  the  tumour  subsequently,  when  the 
operation  would  have  been  absolutely  uncomplicated  and  free 
from  danger. 

Dr.  Routh  did  not  agree  with  the  views  expressed  by 
the  previous  speaker.  In  the  first  place  they  had  so  many 
examples  in  which  the  removal  of  an  ovarian  tumour,  coin- 
ciding with  the  existence  of  pregnancy,  had  been  successfully 
effected,  and  there  was  no  reason  why  an  analogous  method 
should  not  have  been  practised  here.  He  was,  however,  sur- 
prised that  the  author  had  not  kept  in  a  drainage  tube,  and 
regularly  injected  the  cavity  with  a  small  quantity  of  iodine 
solution  so  as  to  cause  absorption,  and  so  get  the  parts 
to  adhere  together.  That  would  probably  have  hastened  the 
convalescence,  but  the  case  was  nevertheless  o.ne  which  re- 
flected the  greatest  credit  on  the  surgeon  who  had  made 
such  a  skilful  diagnosis,  and  had  so  successfully  carried  out 
the  appropriate  treatment. 

Dr.  Inglis  Parsons  observed  that  one  of  the  objections 
which  Mr.  Tait  had  brought  forward  to  the  plan  of  killing 
the  foetus  by  means  of  the  electric  current  was  that  the  pla- 
centa, if  left  in,  would  go  on  increasing  in  size,  and  prove  a 
source  of  trouble,  if  not  of  danger.  He  had  challenged  Mr. 
Tait  to  prove  this  assertion,  and  he  had  been  obliged  to 
admit  that  he  had  no  data  to  support  his  contention,  and 
this  case  proved  conclusively  that  the  danger  was  purely 
imaginary.  From  a  surgical  point  of  view  he  thought  it 
was  a  grave  error  not  to  have  left  in  a  drainage  tube,  espe- 
cially as  in  his  endeavour  to  remove  the  sac  he  must  neces- 
sarily have  contused  it  pretty  considerably. 
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The  President  asked  what  the  author  meant  by  keeping 
the  edges  of  the  apposed  walls  of  the  closed  sac  in  contact 
with  the  peritoneal  walls,  saying  that  "the  wound  closed 
so  that  the  serous  surfaces  were  in  contact  with  the  parietal 
peritoneum."  How  was  this  effected?  Was  the  wound  in 
the  sac  stitched  to  the  peritoneal  walls  in  such  a  way  that 
the  sutures  which  brought  together  the  abdominal  walls 
also  closed  the  incision  in  the  sac  ?  ..."  so  that  the  serous 
surfaces  were  apposed  and  kept  in  contact  with  the  parietal 
peritoneum/'  He  said  he  did  not  understand  how  this  was 
brought  about. 

Mr.  Jessett  explained  that  it  was  probably  by  means  of 
the  Lembert  suture,  and  the  turning  in  of  the  edges.  The 
rapid  effusion  of  lymph  from  the  peritoneal  surfaces  would 
glue  them  together  in  a  couple  of  days,  a  fact  which  neces- 
sarily involved  considerable  risk  for  the  patient,  by  closing 
the  sac,  and  making  it  difficult  to  open  at  a  future  day  should 
it  be  found  necessary  from  effusion  into  it  Fortunately  the 
author  had  managed  to  get  in  a  probe  between  two  of 
the  sutures  and  so  evacuated  the  accumulated  secretion. 
From  a  surgical  point  of  view  sacs  of  peritoneum  ought 
never  to  be  closed  up  in  this  manner,  but  the  edges  should 
be  fastened  to  the  abdominal  wound,  and  drained  or  left, 
so  that  one  could  always  get  at  it  when  required. 


Removal  of  Parovarian  Cyst;  Hemiplegia  seventh  day  frofn 
Operation.  By  W.  H.  FENTON,  M.D.,  M.A.,  Physician 
to  Out-Patients  Chelsea  Hospital  for  Women ;  Surgeon 
to  Royal  Maternity  Charity. 

Harriet  B.,  a  worn-looking  woman,  forty-eight  years  of 
age,  suffering  from  a  considerable  enlargement  of  thyroid 
gland,  which  pulsated  strongly  and  contained  hard  stony 
masses,  was  sent  to  me  by  Dr.  Griin,  of  Putney,  because  she 
further  complained  of  great  bearing  down,  confined  bowels, 
defalcation  attended  with  tenesmus,  and  of  great  pain  in  back 
and  lower  abdomen.    During  the  past  three  or  four  months 
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there  had  been  at  times  incontinence  of  urine.  She  looked 
as  if  she  had  had  much  suffering,  and  was  said  never  to  have 
been  well  for  some  years.  She  had  had  syphilis  four  or  five 
years  ago.  A  haemic  bruit  was  noticed,  and  the  heart's 
action  was  exaggerated,  the  impulse  being  very  strong,  and 
the  pulse  beat  120.  She  sweated  continually.  There  was 
no  exophthalmos,  though  the  goitre  was  of  the  type  belonging 
to  Graves'  disease.  I  think  it  is  pretty  generally  recognised 
that  the  subjects  of  this  condition  are  not  very  favourable  ones 
for  surgical  interference.  She  had  borne  five  children,  the  last 
seventeen  years  ago.  Menstruation  had  been  irregular  lately 
— too  frequent  and  very  profuse.  She  and  her  friends  were 
anxious  something  should  be  done,  as  she  was  in  a  very 
miserable  plight.  Vaginal  examination  disclosed  a  rounded 
tumour  occupying  Douglas1  pouch,  which  I  thought  was 
elastic  and  separate  from  the  uterus.  Bimanually  it  could 
be  felt  extending  up  into  the  left  iliac  fossa.  There  was  no 
tenderness  to  the  touch.  I  thought  it  a  fair  case  in  which  to 
make  an  exploratory  incision,  and  deal  with  whatever  it 
might  prove  to  be  on  its  merits. 

When  the  case  was  submitted  to  my  colleagues,  however, 
one  in  whose  opinion  I  have  great  confidence  said  very 
emphatically  that  it  would  prove  to  be  a  case  of  pelvic  cellu- 
litis, and  that  I  should  fail  to  find  any  means  of  doing  good  if 
I  operated.  Others  supported  my  view.  It  is  because  I  find 
there  was  this  marked  difference  of  opinion  between  myself 
and  colleague — with  whom  I  seldom  find  myself  able  to 
disagree — that  I  think  the  case  one  of  interest  to  those  who 
have  to  decide  what  they  should  or  should  not  explore. 

I  performed  abdominal  section  on  February  19th,  with  the 
assistance  of  Dr.  Inglis  Parsons.  On  dipping  my  hand  into 
the  pelvis  I  found  apparently  three  tense  cysts  in  a  kind  of 
chain,  commencing  with  the  largest  in  Douglas'  pouch,  and 
ending  with  the  smallest  at  the  pelvic  brim  on  the  left  side.  At 
first  I  could  find  no  pedicle,  but  by  perseveringly  breaking 
adhesions  of  surrounding  structures — not  to  the  cyst  but  to  one 
another — I  found  that  really  there  was  only  one  cyst  tightly 
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held  down  and  tabulated  by  the  bands  of  adhesions  passing 
over  it  When  all  these  were  broken  up  the  cyst  was  hauled 
out  through  the  wound,  and  pedicle — somewhat  spread  out,  but 
still  very  manageable — secured.  This  was  dealt  with  in  the 
ordinary  way.  The  cyst  was  transparent,  very  thin,  and  on 
puncture  yielded  a  fluid  like  pure  water,  and  because  of  its 
resemblance  to  that  commonplace  fluid  was  thrown  away  by 
the  post-mortem  porter  before  it  could  be  chemically  tested. 
However,  I  think  there  can  be  little  doubt  as  to  its  nature. 

After  completion  of  the  operation  patient  seemed  to 
make  a  very  fair  convalescence,  in  spite  of  an  irritating  cough 
which  was  due  to  the  pressure  of  the  goitre  as  she  lay  on  her 
back.  The  bandages  with  the  dressing  slipped  off  the  wound 
the  second  day  owing  to  the  restlessness  of  the  patient,  after 
which  there  was  some  redness  and  tension  about  the  wound. 
Letting  go  a  stitch  and  dressing  frequently  appeared  to 
remedy  this. 

For  a  week  convalescence  progressed,  she  took  well, 
temperature  did  not  rise  above  ioo°F,  cough  got  easier, 
bowels  acted,  plenty  of  healthy  urine  was  passed,  only  she  did 
not  sleep  well 

On  the  sixth  day  all  went  well  till  midnight,  at  which 
time  she  fell  asleep,  and  a  few  hours  later  it  was  found  impos- 
sible to  rouse  her.  In  the  morning  she  could  not  be  made  to 
swallow.  Well-marked  Cheyne  Stokes  respiration.  Pupils 
at  first  dilated,  then  contracted ;  both  equal ;  did  not  react  to 
light.  No  movement  whatever  of  right  side.  Moved  left  arm 
and  leg  when  attempts  made  to  rouse  her  by  stimulating  on 
left  side.  No  response  to  anything  done  on  right  side.  She 
never  rallied,  but  died  at  mid-day  on  the  seventh  from  opera- 
tion. It  was  to  me  a  disappointing  case  as  all  promised,  to 
my  thinking,  fairly  at  first,  but  because  the  result  was  unfavour- 
able, and  there  was  at  the  outset  a  difference  of  opinion,  I  feel 
the  case  is  worth  recording.  .  Dr.  Morris,  our  pathologist,  has 
kindly  furnished  me  with  the  following  notes  of  the  autopsy : — 

"  Harriet  Bowles,  married,  aged  forty-seven  years.  Left 
parovarian    cyst,  suppuration  and  septicaemia.     Operation 
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performed  February  19th,  1891.  Body  fairly  nourished ; 
wound  united  only  slightly  in  parts. 

"Abdomen. — Organs  healthy;  liver  somewhat  nutmeggy; 
some  slight  general  peritonitis ;  much  blood  extravasated 
beneath  the  peritoneum  at  the  edges  of  the  wound. 

"  Pelvis. — On  gently  drawing  up  the  coils  of  intestines 
from  the  pelvis  they  were  found  to  be  fixed  together,  and  in 
left  of  pelvis  by  recent  adhesions,  and  to  have  flakes  of  puru- 
lent lymph  on  them. 

"A  track  led  from  the  abdominal  wound  through  these 
coils  to  a  cavity  filled  with  unhealthy  pus,  holding  about  two 
ounces,  and  bounded  in  front  by  the  broad  ligament, 
externally  by  the  rectum  and  pelvis,  behind  by  pelvis,  and 
internally  at  the  middle  line  by  the  uterus  and  peritoneum 
passing  back  to  sacrum,  and  above  by  the  bowels. 

"  The  left  ovary  was  dark  and  congested,  and  the  tube 
adherent  to  the  side  of  pelvis.  The  ligature  was  found 
attached  above  the  ovary.  The  right  tube  was  also  fixed  to 
pelvis,  and  after  some  dissecting  the  ovary  was  discovered ;  it 
was  enlarged  and  consisted  chiefly  of  a  thin  walled  cyst. 
The  uterus  was  enlarged  and  thickened,  and  contained  in  its 
left  cornu  a  small  fibroid. 

"  Lungs. — Slight  adhesions  at  each  apex,  and  of  right  lung 
to  pericardium. 

"Heart. — Slightly  enlarged,  otherwise  healthy;  valves 
healthy. 

"  A  great  enlargement  of  the  thyroid  gland,  especially  on 
left  side;  this  in  some  parts  contained  hard  masses  of  calcareous 
material." 

After  receiving  this  report  from  Dr.  Morris  I  went  down 
to  the  hospital  to  enquire  if  the  brain  was  examined,  and  if 
so  what  was  found  ?  I  hear  the  head  was  opened  and  the 
brain  examined,  by  slicing  it  across,  and  that  no  gross  change 
was  found.  This  I  should  quite  expect,  as  in  my  opinion 
either  the  basilar  or  middle  cerebral  artery  was  plugged,  and 
this  could  only  be  ascertained  by  careful  dissection  of  the 
vessel  itself.    The  area  of  brain  substance,  the  supply  of  which 
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would  be  cut  off,  would  show  no  microscopic  change  within 
twelve  hours,  the  time  during  which  the  coma  and  hemiplegia 
had  existed.    The  kidneys  were  perfectly  healthy. 

The  President  asked  why  a  drainage  tube  had  not  been 
used  in  Dr.  Fenton's  case. 

Dr.  Edis  said  the  same  question  had  occurred  to  him. 
After  tearing  away  so  many  adhesions,  the  most  elementary 
prudence  suggested  the  use  of  a  drainage  tube.  He  asked 
what  was  the  condition  of  the  kidneys.  The  symptoms 
seemed  to  him  to  point  more  to  the  kidneys  than  to  the 
brain — in  fact,  they  suggested  uraemia. 

Dr.  Parsons  replied  that  he  had  examined  the  kidneys, 
and  they  presented  no  signs  of  disease.  He  did  not  see  how 
any  emboli  could  have  got  into  the  brain.  They  might  start 
from  the  veins  in  the  abdomen  and  pass  into  the  pulmonary 
artery  and  finally  be  arrested  in  the  lungs.  If  endocarditis 
had  been  present,  he  could  then  have  agreed  with  Dr.  Fenton 
that  hemiplegia  might  have  taken  place,  but  the  heart  was 
found  to  be  healthy,  and  nothing  was  found  in  the  brain. 

Dr.  ROUTH  commended  Dr.  Fenton's  candour  in  relating 
even  his  unsuccessful  cases  for  the  instruction  of  the  Fellows. 
Such  cases,  he  observed,  were  invaluable,  and  must  serve  to 
guide  others  under  similar  circumstances.  They  had  not 
been  told  whether  any  albumen  had  been  found  in  the  urine, 
though  they  had  been  told  that  the  kidneys  were  apparently 
healthy.  Still  it  was  possible  to  get  uraemia  without  any  ob- 
vious affection  of  the  kidneys  beyond  a  little  congestion. 
He  did  not  see  why  there  should  not  have  been  an  embolus 
present  as  suggested  by  Dr.  Parsons;  that  was  by  no  means 
unlikely.  He  had  met  with  such  a  condition  in  the  case  of  a 
young  woman  who  first  experienced  great  pain  from  an 
abscess  in  the  left  ovary ;  embolism  followed,  and  she  sub- 
sequently developed  endocarditis,  and  he  failed  to  see  why 
emboli  should  not  have  formed  in  this  case. 

Dr.  PARSONS  explained  that,  of  course,  if  endocarditis 
supervened  the  embolism  was  easily  accounted  for,  but  such 
was  not  the  case  in  the  present  instance. 
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Dr.  Rasch  referred  to  his  own  case,  in  which  emboli  had 
formed  in  consequence  of  an  attack  of  septicaemia  in  various 
parts  of  the  body. 

Dr.  Fenton,  in  reply,  said  that  he  was  wiser  now  than 
he  was  on  undertaking  the  operation,  and  he  thought  that 
the  use  of  a  drainage  tube  would  have  been  preferable.  Still, 
though  he  had  broken  down  a  great  many  adhesions,  when 
he  had  sponged  out  the  abdomen  it  was  as  dry  as  a  bone,  for 
the  adhesions,  though  numerous,  did  not  contain  any  large 
vessels,  and  he  thought  that  the  exudation  would  be  more 
serous  than  sanguineous.  In  reply  to  Dr.  Edis's  criticisms, 
he  remarked  that  the  urine  was  examined  before  the  opera- 
tion was  undertaken,  and  was  found  to  be  normal  in  quantity 
and  specific  gravity.  It  did  not,  either,  contain  any  albumen. 
He  called  attention  to  the  fact  that  he  had  mentioned  in  his 
paper  that  she  passed  considerable  quantities  of  healthy 
urine  during  convalescence,  and  he  had  noted  that  post 
mortem  "  all  the  organs  were  healthy."  He  pointed  out  that 
he  had  carefully  avoided  committing  himself  to  any  assertion 
of  the  presence  of  emboli ;  the  expression  he  had  used  was 
that  probably  the  cerebral  arteries  were  "  plugged."  He  ob- 
served that  in  septic  conditions  the  blood  was  in  a  condition 
to  favour  thrombosis  anywhere,  and  he  did  not  urge  that 
there  was  any  anatomical  relationship  between  the  abdominal 
process  and  the  possible  thrombosis.  He  concluded  by 
thanking  Dr.  Routh  for  his  encouraging  remarks,  and  added 
that  it  was  the  duty  of  the  Fellows  to  record  their  unsuccess- 
ful cases  as  well  as  the  successful,  the  former  often  being  the 
most  instructive. 

A  Case  of  Hemorrhage  during  early  Utero  Gestation;  advance- 
ment to  full  term  ;  delivery  triplets.    By  Dr.  Edis. 

Mrs.  A.  M.,  aged  twenty-four,  married  two  years,  mother 
of  one  child,  eleven  months  old,  consulted  me  in  April,  1890, 
complaining  of  irregular  uterine  haemorrhage,  violent  shiver- 
ing fits,  numbness  in  left  leg,  and  sharp  attack  of  pain  in  left 
iliac  region. 
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History. — She  nursed  her  infant  for  six  weeks  only,  but 
had  no  return  of  the  catamenia  for  three  months  after  her 
confinement  They  then  came  on  regularly  every  month,  the 
last  appearance  being  February  13th  to  17th.  The  mammae 
were  flacid  rather  than  full,  the  areolae  dark,  the  follicles 
enlarged,  but  not  prominent  On  examining  the  abdomen, 
a  firm  resisting  swelling  was  detected  in  the  left  iliac  fossa  ex- 
tending over  to  a  little  beyond  the  mesian  line  and  rising  out 
of  the  pelvis  as  far  as  the  crista  ilii. 

Per  vaginam,  the  cervix  was  found  to  be  bulky,  softer  than 
normal,  the  body  of  the  uterus  rather  anteflected  and  con- 
siderably enlarged,  occupying  the  left  side  of  the  pelvis,  and 
not  central,  continuous  with  the  swelling  detected  in  the  left 
iliac  fossa.  The  size  of  the  uterus  was  greater  than  normally 
found  at  the  end  of  the  second  month  of  utero  gestation.  At 
this  time  it  was  very  difficult  to  form  an  opinion  as  to  the 
precise  nature  of  the  case. 

The  frequent  haemorrhages  pointed  either  to  a  threatening 
miscarriage,  or  might  be  symptomatic  of  extra-uterine  gesta- 
tion. That  pregnancy  formed  the  essential  feature  of  the 
case  was  clear.  As  the  patient  was  highly  nervous  and 
unwilling  that  anything  should  be  done  she  returned  home. 
Three  weeks  later  she  wrote  to  say  that  she  had  had  several 
violent  shivering  fits,  had  been  feverish  and  felt  sick,  had 
been  unwell  frequently,  almost  amounting  to  a  flooding, 
suffered  from  agonising  pain  in  the  left  groin,  like  a  corkscrew 
rising  inside,  experienced  a  feeling  of  fulness  in  left  side  and 
numbness  in  the  left  leg.  She  also  complained  of  great  diffi- 
culty in  passing  water.  In  the  middle  of  May  she  again  came 
up  to  town,  looking  somewhat  pinched  and  anxious.  The 
swelling  to  left  of  pelvis  had  notably  increased  since  last  seen, 
extending  now  more  beyond  the  mesian  line,  but  still  dis- 
tinctly unsymmetrical.  It  was  very  difficult  to  determine,  on 
vaginal  examination,  whether  the  mass  was  intra-uterine,  or 
whether  the  uterus  itself  was  pressed  back  by  the  mass  in 
front  and  to  the  left. 

As  the  pain  and  haemorrhage  persisted,  and  the  patient's 
condition  generally  was  far  from  satisfactory,  it  was  thought 
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desirable  to  have  a  consultation  upon  the  case.  This  was 
done,  and  after  weighing  carefully  all  the  facts,  the  decision 
was  come  to  that  it  was  a  case  of  ordinary  intra-uterine  ges- 
tation, with  partial  separation  of  the  ovum,  which  would 
probably  terminate  in  a  miscarriage  before  long.  The  advis- 
ability of  inducing  abortion  was  suggested,  but  the  patient 
preferred  to  go  home  and  leave  the  matter  to  nature.  To 
account  for  the  pain  and  haemorrhage  there  were  several  ex- 
planations possible. 

The  symptoms  at  first  were  strongly  in  favour  of  extra- 
uterine gestation ;  the  unsymmetrical  position  of  the  uterus 
tending  to  confirm  this  theory,  together  with  the  severe  pains 
in  left  groin  and  numbness  in  left  leg.  The  real  explanation 
was  probably  more  or  less  fixation  of  the  uterus  from  some 
inflammatory  mischief  following  the  confinement,  and  then  as 
utero-gestation  advanced  the  uterus,  being  bound  down  by 
adhesions  to  the  left  side,  became  more  apparent,  until  as  it 
gradually  enlarged  the  adhesions  became  stretched  or  torn 
through,  and  thus  the  uterus  became  central.  The  possibility 
of  cystic  degeneration  of  the  choridine  villi  was  not  over- 
looked. The  unusual  development  in  the  size  of  the  uterus  at 
the  third  month,  together  with  the  frequent  haemorrhages  and 
pain,  might  thus  be  accounted  for.  Another  supposition  was 
that  of  twin  pregnancy,  one  ovum  having  become  blighted, 
but  not  thrown  off.  This  is  not  so  very  uncommon,  and 
produces  much  confusion  in  endeavouring  to  arrive  at  a  correct 
diagnosis  in  similar  cases.  The  patient  returned  home  still 
suffering  from  pain  and  occasional  haemorrhage,  causing  her 
friends  much  anxiety. 

On  October  nth,  1890,  just  six  months  after  first  being 
seen,  she  was  delivered  of  triplets,  three  sons,  all  living,  and 
fairly  developed.  The  placentae  were  large  and  fleshy,  and  all 
connected,  coming  away  after  the  birth  of  the  last  child.  No 
evidence  of  any  portion  having  been  detached  was  detected. 
The  patient  made  a  good  recovery.  The  children  are  all 
living  and  doing  well. 

The  Society  then  adjourned. 
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WILLIAM  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  17  Fellows,  5  Visitors. 

The  following  were  proposed  for  election :  Dr.  G.  D. 
Robinson,  London ;  Dr.  W.  H.  Bourne,  London ;  Dr.  C.  H. 
Gidd,  Newcastle-on-Tyne ;  Dr.  T.  Oliver,  Newcastle-on-Tyne ; 
Dr.  James  Limont,  Newcastle-on-Tyne;  Dr.  Percival  H. 
Watson,  Newcastle-on-Tyne ;  Dr.  W.  Murray,  Newcastle-on- 
Tyne;  Dr.  R.  Clarke  Newton,  Newcastle-on-Tyne;  Dr. 
Herbert  Bramwell,  Tynemouth ;  Dr.  J.  Wilkie  Smith,  Deyton ; 
Dr.  C.  Nedwill,  Christchurch,  New  Zealand ;  Dr.  H.  J.  Lloyd, 
Barmouth,  and  Dr.  J.  L.  Ward,  J.P.,  Merthyr  Tydvil. 

The  following  were  elected  Fellows  of  the  Society :  Dr. 
Wadd,  Dr.  C.  Martin,  Dr.  F.  Shapley,  Dr.  Clement  Godson 
and  Dr.  A.  V.  Jaynes. 

Dr.  Edis  exhibited  a  polypus  removed  from  a  patient 
aged  thirty-nine.  For  nine  months  previous  to  removal  the 
catamenia  had  been  profuse.  For  the  last  two  months  there 
had  been  an  almost  incessant  sanguineous  discharge  from  the 
vagina,  and  the  patient  had  been  too  ill  to  leave  the  house. 
So  long  as  she  remained  quiet  the  haemorrhage  was  moderate, 
but  the  mere  attempt  to  walk  a  few  steps  brought  on  a  smart 
attack  of  haemorrhage,  bright  in  colour,  and  saturating  her. 
There  was  a  constant  discharge  between  the  attacks,  watery 
in  character  and  at  times  very  offensive. 

The  patient  had  been  married  for  the  last  twenty  years, 
had  borne  five  children,  and  had  five  miscarriages,  the  last 
nearly  six  years  since.  She  had  never  missed  a  period  during 
the  last  few  years,  and  the  medical  man  in  attendance 
regarded  the  haemorrhage  as  climacteric,  but  made  no  investi- 
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gation.  On  examination  per  vaginam  a  polypus  the  size  of 
a  small  walnut  was  found  protruding  from  the  os  uteri.  This 
was  removed  by  torsion  and  traction  with  a  pair  of  ovum 
forceps.  From  this  time  the  haemorrhage  checked  and  the 
patient  convalesced  rapidly. 

Dr.  Edis  also  showed  another  fibroid  polypus  removed 
recently.  The  patient,  aged  fifty,  widow,  mother  of  one  child, 
stated  that  she  had  been  regular  until  three  months  since, 
although  the  periods  had  been  profuse  for  the  preceding  nine 
months.  She  had  passed  clots  but  had  suffered  no  pain. 
Ten  days  previous  to  being  seen  she  had  a  severe  flooding 
and  had  kept  her  bed  since  then. 

On  examination  the  uterus  was  found  to  be  retroflexed, 
very  bulky,  mobile.  The  cervix  was  perfectly  healthy,  the  os 
uteri  somewhat  patulous,  but  not  sufficiently  so  to  allow  of 
anything  being  detected  within  the  uterus.  The  discharge 
was  watery  in  character  but  not  at  all  sanious.  Two  laminaria 
tents  were  inserted  over  night  to  dilate  the  cervix  uteri,  and, 
on  the  following  day,  ether  was  administered  and  the  uterus 
explored.  On  passing  the  finger  through  the  cervix  a  polypus 
was  detected ;  this  was  seized  with  volsella  forceps  and  brought 
down.  Torsion  and  traction  by  means  of  ovum  forceps  was 
employed  and  the  polypus  removed.  There  was  no  haemor- 
rhage at  the  time,  nor  subsequently,  and  the  patient  con- 
valesced without  a  single  drawback. 

Dr.  Edis  then  showed  a  third  specimen  of  a  small  polypus 
scarcely  larger  than  a  bean,  which  had  caused  great  discom- 
fort for  eighteen  months.  The  patient,  aged  forty-four, 
single,  stated  that  for  the  last  year  and  a-half  the  pain  at  her 
period  had  been  very  severe  and  the  loss  excessive.  On 
examination  the  uterus  was  found  to  be  anteflexed,  the  sound 
passing  with  difficulty  and  pain  upwards  and  forwards.  The 
cervix  was  healthy,  and  there  was  nothing  detected  sufficient 
to  explain  her  sufferings.  As  these  were  unrelieved  by 
bromide  of  potassium  and  attention  to  the  general  health, 
a  more  exhaustive  examination  was  made,  when  the  small 
polypus  exhibited  was  detected  just  within  the  cervical  canal 
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and  was  removed  by  torsion  and  traction  with  small  ovum 
forceps.    The  pain  at  her  periods  ceased  from  this  time. 

Dr.  Edis  showed  a  small  polypus  similar  in  size  to  the 
last  one  shown,  which  projected  from  the  os  uteri,  but  had 
given  rise  to  no  symptoms  beyond  some  leucorrhcea,  for 
which  the  patient  consulted  him.  It  was  of  interest  as  show- 
ing what  difference  in  symptoms  was  produced  merely  by 
the  position  of  the  growth. 

The  President  asked  whether  in  wrenching  off  the  growth 
he  had  applied  anything  to  the  site,  or  whether  he  left  the 
repairing  process  entirely  to  nature  ? 

Dr.  ROUTH,  in  reference  to  the  foetid  smell,  remarked 
that  when  the  growth  did  not  project  into  the  vagina,  but 
was  confined  wholly  within  the  cavity  of  the  uterus,  no  such 
odour  was  observed.  A  retained  clot,  however,  might  decom- 
pose and  give  rise  to  such  an  odour,  and  that  was  why  many 
women  at  the  change  of  life  had  offensive  discharges  though 
perfectly  well  in  health.  He  insisted  upon  it  as  a  diagnostic 
point  of  some  importance,  viz.,  that  when  cancer  was  wholly 
confined  to  the  cavity  of  the  uterus  there  was  not  that  offen- 
sive discharge  which  was  usually  associated  with  cancer. 
With  respect  to  the  third  case,  he  raised  the  question  as  to 
why  these  small  growths  caused  so  much  pain. 

Dr.  Edis  added  that  he  always  painted  the  base  after 
removal  with  iodised  phenol,  after  carefully  syringing  out 
the  cavity.  The  growth  in  question  projected  into  the 
vagina,  and  he  could  only  account  for  the  smell  on  the  sup- 
position that  the  accumulated  discharges  had  undergone 
decomposition.  He  agreed  with  what  Dr.  Routh  had  said 
with  reference  to  the  absence  of  smell  in  certain  cases  of 
cancer.  As  to  the  cause  of  the  pain  in  the  third  case  he 
suggested  that  it  was  very  probably  due  to  the  growth 
blocking  up  the  cervix  during  the  menstrual  flow,  and  thus 
giving  rise  to  "  uterine  colic" 

Dr.  Leith  Napier  showed  a  piece  of  what  he  took  to  be 
decidua  and  clot,  which  he  had  removed  and  which  seemed 
to  have  been  the  cause  of  secondary  haemorrhage.     The 
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patient  was  delivered  on  the  15th  inst,  the  child  being  in  the 
posterior  position,  and  delivery  was  effected  by  the  aid  of  the 
forceps  under  chloroform.  There  was  a  gush  of  blood  after 
delivery,  but  nothing  of  any  consequence.  There  was  some 
difficulty  in  making  water,  so  a  catheter  was  used;  chloroform 
also  being  given  on  two  occasions.  On  the  17th,  after  catheri- 
sation,  there  was  an  increase  of  uterine  discharge,  and  again  on 
the  19th  and  last  Saturday  (21st).  The  sixth  day  after  her 
confinement  he  found  on  his  arrival  that  she  had  been  much 
upset  by  certain  domestic  matters,  and  was  flooding  in  a 
really  alarming  manner.  He  at  once  proceeded  to  empty 
the  uterus  of  contained  clots,  removing  at  the  same  time  the 
piece  of  decidua  which  he  had  shown.  He  observed  that 
cases  of  secondary  haemorrhage  were  in  his  experience  very 
rare.  Spiegelberg  stated  that  he  had  only  met  with  one 
such  case,  after  the  fourth  day,  presenting  anything  like 
serious  symptoms.  Charpentier  had  not  touched  upon  the 
occurrence  of  haemorrhage  between  thirty-six  hours  after 
the  confinement  and  the  twenty-fifth  day.  In  a  paper  which 
he  had  read  before  the  Obstetrical  Society  some  years  since, 
when  he  mentioned  two  cases  of  the  kind,  he  had  expressed 
the  opinion  that  insufficient  retraction  was  a  more  potent 
factor  in  the  causation  of  secondary  haemorrhage  than  mere 
inertia  of  the  uterus. 

The  President  asked  whether  Dr.  Napier  had  examined 
the  membranes  when  they  came  away  to  ascertain  whether 
they  were  intact,  and  whether  there  had  been  any  difficulty  in 
effecting  their  removal.  He  agreed  that  secondary  haemor- 
rhage from  this  cause  was  rare.  During  the  time  that  he  had 
been  associated  with  Queen  Charlotte's  Hospital  he  could 
only  remember  two  or  three  such  cases  at  all  severe.  He 
could  recall  one  case  on  the  fourteenth  day  in  which  nothing 
was  found  to  account  for  it.  Pieces  of  membrane  were 
frequently  left  behind  without  giving  rise  to  haemorrhage. 
He  thought  that  the  mental  disturbance  in  Dr.  Napier's  case 
was  more  probably  the  cause  of  the  haemorrhage  than  the 
piece  of  decidua. 
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Dr.  Napier  added  that  it  was  the  patient's  first  confine- 
ment, and  the  membranes  had  been  very  carefully  examined 
without  exciting  the  suspicion  that  any  part  of  them  was 
missing. 

Dr.  Bell  (Glasgow)  asked  whether  the  child  was  at  full 
term.  [Dr.  Napier  :  Yes.]  He  mentioned  the  case  of  a  lady 
who  had  a  child  six  years  ago,  since  which  time  she  had  had 
almost  incessant  haemorrhage.  He  had  examined  her  and 
found  a  portion  of  the  decidua  remaining,  on  the  removal  of 
which  the  haemorrhage  entirely  ceased. 

Dr.  Taylor  said  that  portions  of  membrane  were  often 
left  behind  in  the  uterus  without  giving  rise  to  any  haemor- 
rhage or  to  any  indication  of  septic  poisoning. 

Dr.  Nedwill  (Christchurch,  N.Z.)  mentioned  the  case  of 
a  lady  whom  he  had  delivered  with  forceps,  and  a  few  days 
later  she  had  a  smart  attack  of  haemorrhage  followed  six 
days  later  by  another.  It  recurred  several  times  during  the 
ensuing  six  weeks  but  she  made  an  excellent  convalescence 
and  nothing  came  away  to  justify  the  presumption  that  any 
portion  of  the  placenta  or  membranes  had  been  left  behind. 

Dr.  Godson  said  he  had  frequently  seen  portions  of 
membranes  passed  subsequently  without  their  having  given 
rise  to  any  symptoms  whatever,  except  perhaps  that  the 
after-pains  were  more  severe  than  was  usual. 

Dr.  Malton  raised  the  practical  question  as  to  what  was 
the  duty  of  the  practitioner  in  these  cases.  Ought  he  to 
search  the  uterus  for  portions  which  were  suspected  to  have 
been  left  behind  ?  It  was  very  difficult  on  looking  over  them 
after  delivery  to  say  whether  or  not  a  portion  had  been  left, 
and  he  asked  whether  when  this  was  thought  to  have  taken 
place  they  were  entitled  to  go  in  search  of  them.  He  himself 
generally  left  them  to  nature,  and  he  had  never  had  any 
reason  to  regret  having  done  so  ultimately,  though  he  ad- 
mitted that  they  had  once  or  twice  caused  him  a  day  or  two's 
anxiety,  of  which  he  quoted  an  example. 

Dr.  Routh  pointed  out  that  so  long  as  the  portion  of 
membrane  was  adherent  to  the  uterus  it  would  not  be  likely 


84  The  British  Gynecological  Society. 

to  undergo  decomposition.  In  the  course  of  a  few  days, 
however,  it  might  become  detached  and  present  in  the  vagina, 
and  then,  unless  certain  precautions  were  taken  in  the  way  of 
antiseptics  and  cleanliness,  it  might  cause  a  bad  odour  and 
some  disturbance  of  the  temperature. 

The  President  said  that  personally  he  did  not  believe 
that  the  membranes  had  anything  to  do  with  the  secondary 
haemorrhage. 

Dr.  Dingle  said  he  had  seen  two  or  three  cases  of 
secondary  haemorrhage,  but  none  of  them  were  in  his  opinion 
due  to  portions  of  membrane  having  been  left  behind.  He 
mentioned  a  case  in  which  a  commotion  had  determined  the 
onset  of  secondary  haemorrhage,  and  observed  that  there  was 
always  a  history  of  emotional  disturbance  to  account  for 
these  cases. 

Dr.  Napier  recalled  that  McClintock  and  Hardy  were 
the  men  to  whom  they  owed  most  of  their  information  on 
this  subject.  Out  of  twenty-five  cases  narrated  by  them  only 
one  had  occurred  as  late  as  the  seventh  day.  In  regard  to 
the  mental  disturbance  they  had  remarked  that  "in  sub- 
involution we  have  simply  an  impairment  of  the  normal 
condition,  whereas  in  haemorrhage  it  is  a  dyscrasia  due  to 
mental  emotion."  There  was  no  case  so  far  as  he  was  aware 
of  the  advent  of  haemorrhage  later  than  in  the  case  he  had 
recorded  in  1887  except  of  course  the  cases  in  which  the 
haemorrhage  came  on  after  the  twenty-fifth  day.  He  agreed 
that  the  membranes  had  probably  little  to  do  with  it.  In  his 
case  the  uterus  was  contracted  well  up  to  the  moment  of  the 
haemorrhage,  when  it  became  globular  in  outline.  He  urged 
that  they  were  not  entitled  to  explore  the  uterus  unless  there 
was  a  rise  of  temperature.  He  mentioned  a  case  in  which 
the  temperature  rose  to  1030,  so  he  curretted  the  uterus  and 
the  next  day  it  had  fallen  to  normal.  The  cervix  in  this 
case  was  lacerated,  to  some  extent,  but  he  was  satisfied  that 
the  haemorrhage  came  from  the  inside  of  the  uterus. 

Dr.  BELL  (Glasgow)  showed  a  cyst  which  he  removed  the 
previous  day.    The  patient  came  to  him  about  a  month  ago, 
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complaining  of  intense  pain  in  the  region  of  both  ovaries, 
which  quite  incapacitated  her  from  performing  her  household 
duties,  and  it  was  more  marked  at  her  periods.  On  examina- 
tion he  found  that  both  ovaries  were  extremely  sensitive,  but 
underneath  the  left  ovary  was  a  swelling  which  he  took  to  be 
a  hydrosalpinx.  The  patient  went  away  and  did  not  return 
for  a  month,  still  complaining  of  the  pain  and  the  tumour  was 
markedly  larger.  She  was  admitted  to  the  hospital  with  the 
intention  of  having  it  removed ;  but  she  unfortunately  deve- 
loped phlebitis  of  the  veins  of  the  calf,  and  this  rendered  it 
necessary  to  postpone  the  operation  for  a  fortnight  In  the 
meantime  vaginal  examination  revealed  the  fact  that  the 
tumour  was  rapidly  increasing  in  size.  He  had  only  been 
enabled  to  operate  yesterday,  and  he  had  done  so  by  means 
of  an  incision  two  and  a  half  inches  in  length.  He  got  hold 
of  the  tube  and  ligatured  the  pedicle,  when  on  lifting  up  the 
tumour  he  found  that  it  was  a  parovarian  tumour,  and  he  was 
enabled  to  remove  it  without  rupturing  it.  He  then  took 
hold  of  the  right  ovary  and  found  that  it  also  was  cystic, 
breaking  in  his  grasp. 

Dr.  Mansell  Moullin  remarked  upon  the  pain  that 
these  small  cysts  gave  rise  to,  which  he  had  noticed  over  and 
over  again.  The  same  peculiarity  obtained  in  small  cysts  of 
the  ovary,  especially  dermoid  cysts.  He  suggested  that  the 
pain  was  due  to  distension  of  the  broad  ligament,  and  that 
when  this  was  overcome  the  pain  ceased  or  diminished.  A 
large  parovarian  cyst  was  of  course  perfectly  painless 

Mr.  Jessett  pointed  out  that  the  cyst  might  easily  have 
been  shelled  out. 

Mr.  Reeves  observed  that  almost  all  cysts  of  the  broad 
ligament  were  in  reality  parovarian  cysts,  and  were  indepen- 
dent growths. 

The  Treatment  of  Chronic  Disease  of  the  Uterine  Adnexa. 

By  Robert  Bell,  M.D. 

So  much  diversity  of  opinion  at  present  exists  regarding 
the  treatment  of  diseased  ovaries  and  tubes  that  one  is 
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almost  forced  to  conclude  that  prejudice  in  many  instances 
has  usurped  the  domain  of  calm  judgment,  and  sentimentality 
that  of  common  sense.  On  the  other  hand,  however,  we 
find  men  who  are  much  too  ready  to  ignore  and  even  scoff  at 
the  scruples  of  those  opposed  to  them  in  practice,  and  who 
have  no  hesitation  in  bringing  surgery  to  bear  when  less 
drastic  measures  might  possibly  and  probably  have  had  a 
more  beneficial  effect  upon  the  case.  The  correct  method  of 
treatment  of  chronic  affections  of  the  adnexa  is  so  much  the 
question  of  the  day  that  I  have  ventured  to  ask  your  permis- 
sion to  express  my  views  on  the  subject  this  evening. 

No  one  could  possibly  have  been  more  averse  to  surgical 
interference  in  these  diseases  than  I  at  one  time  was,  and  for 
years  I  have  laboured  to  throw  discredit  upon  the  operation 
which  I  believe  Battey  first  performed,  but  which  really  owes 
its  maturity  to  Tait.  Nay,  more,  I  went  much  farther  than 
this,  for,  blinded  by  prejudice,  I  felt  inclined  to  denounce 
every  man  who  attempted  the  operation  as  a  traitor  to 
humanity,  and  to  look  upon  those  poor  sufferers  upon  whom 
he  operated  as  victims  to  his  surgical  rapacity.  For  years,  I 
say,  I  held  the£e  very  extreme,  conservative  and  bigoted 
views,  and  not,  I  trust,  without  some  benefit  accruing  to 
gynaecological  science ;  yet  it  must  be  confessed  in  many 
instances  a  vast  amount  of  suffering  and  ill-health  might 
have  been  spared  had  operative  measures  been  resorted  to  at 
an  early  stage  of  the  disease.  It  is  certainly  very  fine  senti- 
ment indeed  to  talk  of  the  barbarity  of  the  surgeon  who 
would  dare  propose  to  unsex  a  woman,  even  though  it  re- 
lieved her  agony  and  prolonged  her  life  and  usefulness,  and  I 
hold  that  such  sentiment  ought  to  be  respected  if  the  woman 
is  not  already  unsexed  by  disease.  Nor  do  I  think  the 
radical  operation  should  ever  be  thought  of  until  medical 
treatment  over  a  prolonged  period  has  been  thoroughly 
carried  out  and  proved  to  be  of  no  avail.  Operative  measures 
then  become  imperative,  for  though  many  have  advanced  as 
arguments  against  the  operation  that  there  may  be  no  im- 
mediate danger  to  life  if  things  are  allowed  to  remain  in 
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statu  quo,  yet  the  existence  of  the  patient  is  loaded  down  by 
such  a  heap  of  miseries  and  the  burden  of  them  becomes  so 
great  that  she  would  fain  welcome  death  as  the  only  avenue 
to  relief,  were  she  not  aware  that  surgery  is  able  to  knock  off 
the  fetters  of  her  disease  and  open  to  her  the  portals  of  a 
happy  and  painless  future.  But,  while  I  thus  advocate  sur- 
gical interference  in  a  certain  class  of  cases,  and  feel  confident 
that  the  surgeon  and  he  alone  can  afford  relief,  I  am  quite  as 
strongly  convinced  that  by  far  the  larger  number  of  cases  of 
this  disease  we  meet  with  can  be  cured  by  the  more  benign 
influences  of  medicine  and  its  appliances.  To  illustrate  this, 
I  may  state  that  during  the  past  year  I  have  treated  over 
200  cases  of  disease  of  the  adnexa,  and  have  out  of  this 
number  found  it  necessary  to  operate  in  seven  only.  I  do 
not  go  so  far,  however,  as  to  aver  that  in  the  cases  which 
hitherto  have  escaped  operation  the  necessity  may  not  arise 
either  in  the  near  or  more  remote  future,  but  I  am  convinced 
of  this,  that  a  great  many  women  who  at  present  are  going 
about  without  ovaries  might  have  now  been  still  in  possession 
of  them,  and  moreover  had  them  restored  to  a  healthy  condi- 
tion, had  there  been  less  haste  in  condemning  them  to  extir- 
pation, and  a  rational  medical  treatment  been  adopted  for  a 
longer  or  shorter  period,  according  to  the  requirements  of  the 
case.  Many  is  the  ovary  I  have  seen  removed  which  might 
have  been  retained  and  restored  to  healthy  and  functional 
activity  under  judicious  treatment  Can  we  wonder,  then, 
that  there  has  arisen  such  an  outcry  against  the  operation, 
when  we  are  cognisant  of  the  fact  that  its  benefits  have  been 
so  grossly  abused  ?  Did  time  permit,  and  if  any  good  object 
could  be  served,  I  could  have  enumerated  many  instances 
where  operation  has  been  advised,  but  where  complete 
recovery  has  supervened  after  the  treatment  which  I  am 
about  to  describe  has  been  carried  out. 

As  far  as  my  experience  teaches,  neither  disease  of  the 
Fallopian  tube  or  ovary  tends  to  develop  without  some  pre- 
existent  affection  of  the  uterus.  If  this  disease  of  the  uterus 
therefore  persists  it  is  only  reasonable  to  infer  that  there  can 
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exist  no  tendency  on  the  part  of  die  diseased  ovary  or  tube 
to  recover;  while,  on  the  other  hand,  some  probability  of 
resolution  taking  place  in  the  adnexa  may  reasonably  be 
expected  if  the  primary  disease  is  removed,  and  it  is  upon 
this  principle  that  one  would  naturally  base  one's  method  of 


In  this  paper  I  purposely  exclude  from  the  pathogenesis  of 
the  affections  under  discussion  what  I  would  designate  trau- 
matic diseases,  and  in  this  category  I  would  include  and  have 
special  reference  to  gonorrhoea.  In  a  recent  publication  I 
endeavoured  to  place  before  the  profession  my  views  regard- 
ing the  pathogenesis  of  these  affections,  so  I  proceed  without 
further  comment  to  the  consideration  of  the  treatment  which, 
in  my  hands,  has  given  results  which,  though  not  always 
perfectly  satisfactory,  yet  on  the  whole  are  gratifying,  and, 
as  a  rule,  yield  relief  from  suffering. 

In  the  first  instance  my  attention  is  directed  to  the  condi- 
tion of  the  uterus  and  bowels.  To  neglect  of  the  latter  I  am 
convinced  a  great  amount  of  both  uterine  and  ovarian  mis- 
chief is  frequently  due,  and  when  we  consider  that  not  only 
is  the  vascular  condition  of  these  organs  seriously  incom- 
moded by  a  loaded  colon,  but  that  there  is  undue  pressure 
brought  to  bear  upon  them  by  the  persistent  and  prolonged 
pressure  of  hard  faecal  accumulations,  we  cannot  conceal 
from  ourselves  the  danger  that  may  arise  from  this  factor, 
either  as  actually  inducing  a  diseased  condition,  or,  at  all 
events,  in  aggravating  it  if  it  be  already  present.  It  becomes, 
then,  a  very  essential  part  of  the  treatment  to  keep  the  colon 
free  from  scybala.  In  acting  up  to  this  injunction  we  not 
only  promote  a  healthier  condition  of  the  adnexa,  but  ac- 
celerate the  recovery  of  the  uterus  and  thus  gain  a  double 
advantage  in  the  process. 

With  regard  to  the  uterus,  my  first  endeavour  is  to  restore 
its  integrity.  If  there  is  endometritis  this  is  first  of  all 
treated  by  curetting,  the  dredge  curette,  which  I  devised  some 
years  ago,  being  employed.  By  this  means  all  degenerated 
and  redundant  portions  of  the  lining  membrane  can  readily 
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be  removed  with  absolutely  no  danger  of  infringing  upon 
the  subjacent  structure,  and  thus  that  portion  of  the  endome- 
trium which  is  capable  of  assuming  a  healthy  condition  is 
reached  without  any  unnecessary  loss  of  tissue  and  with  no 
risk,  while  the  danger  of  excessive  loss  at  the  menstrual 
periods  is  completely  averted.  The  next  step  in  the  treat- 
ment consists  in  the  weekly  or  bi-weekly  application  of 
iodised  phenol  to  the  whole  area  of  the  uterine  canal,  after 
which  a  tampon  saturated  with  the  glycerine  of  alum  and 
boracic  acid  is  introduced  into  the  vagina.  If  the  uterus  is  dis- 
placed, its  position  is  restored  by  means  of  the  uterine  probe 
and  supported  by  means  of  the  tampons  employed.  In  a 
short  time  it  will  be  found  that  the  tonus  of  the  uterus  is 
sufficiently  restored  to  enable  it  to  retain  its  normal  direction 
without  the  aid  of  any  support  whatever,  which  result  will 
tend  very  materially  to  favour  its  complete  recovery.  I  need 
hardly  add  if  the  endometritis  bears  upon  the  face  of  it  that 
it  has  been  the  result  of,  or  at  least  is  being  aggravated  by, 
the  presence  of  one  or  more  lacerations  of  the  cervix,  trache- 
lorrhaphy will  be  a  necessity,  or  the  pendulous  portions  may 
require  to  be  amputated,  which  proceedings  will  have  a  most 
important  bearing  upon  the  after  treatment  While  speaking 
of  lacerations  of  the  cervix,  I  would  like  to  draw  renewed  at- 
tention  to  a  condition  of  things  which  has  almost  invariably 
presented  itself  to  my  observation,  and  that  Is,  if  a  laceration 
exists  on  either  side  of  the  cervix  it  is  most  liable  to  give  rise 
to  ovarian  irritation  if  not  to  actual  disease  on  the  injured 
side,  whereas  if  the  laceration  occurs  in  the  middle  line  it  is 
neither  so  frequently  associated  with  endometritis  or  ovarian 
mischief  as  when  it  is  lateral.  This  would  tend  to  strengthen 
the  theory  of  those  who  hold  that  inflammation  of  the  ovaries 
is  frequently  due  to  reflex  irritation  induced  and  kept  up  by 
lesions  of  the  cervix.  These  would  appear  to  be  brought 
about  by  influences  bearing  upon  the  vaso  motor  system 
more  than  by  septic  influences,  and  for  my  own  part  I  am 
strongly  inclined  to  support  this  view.  If  sepsis  were  the 
cause  of  the  ovarian  trouble  that  so  invariably  is  a  concomi- 
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tant  of  lateral  laceration  of  the  cervix,  we  would  on  the  one 
hand  find  that  the  symptoms  would  be  much  more  acute,  and 
their  progress  much  more  rapid,  while  on  the  other  we  would 
not  have  resolution  so  readily  taking  place  when  the  primary 
affection  is  removed.  This  fact  is  quite  sufficient,  in  my 
opinion,  to  indicate  that  ovarian  disease  is  almost  invariably 
due  to  some  disorganisation  of  the  vascular  apparatus  of  the 
organ,  however  that  may  have  been  induced.  If  the  inflam- 
mation proceeds  beyond  certain  limits  the  periovarium  be- 
comes involved,  and  peritonitis  ensues,  adhesions  follow,  with 
all  their  painful  sequelae,  and  distress  resulting  from  move- 
ment and  certain  positions  of  the  limbs  are  accounted  for. 

With  regard  to  salpingitis,  I  am  inclined  to  the  belief 
that  it  almost  invariably  arises  directly  from  endometritis, 
the  inflammation  spreading  by  continuity  of  tissue  to  the 
endosalpinx. 

Now  with  regard  to  the  treatment  of  the  pelvic  mischief, 
if  it  persists  after  the  health  of  the  uterus  has  been  restored 
— which  I  freely  acknowledge  is  often  the  case — a  great  deal  of 
patience  is  frequently  necessary.  The  invalid  must  of  neces- 
sity have  rest  both  physically  and  sexually,  and  in  conjunction 
with  the  former  massage  is  most  beneficial.  The  bowels  must 
be  carefully  regulated.  If  there  are  adhesions,  these  may  be 
frequently  broken  down  by  a  system  of  massaging  the  parts 
per  vaginam  each  time  before  the  tampon  is  introduced.  Great 
benefit  can  often  be  conferred  if  this  is  carefully  carried  out. 
The  tampon  in  these  circumstances  which  in  my  hands  has 
proved  most  beneficial,  is  one  soaked  in  a  10  per  cent,  solu- 
tion of  ichthyol  in  glycerine  and  boracic  acid,  the  boracic  acid 
being  employed  just  as  in  the  case  of  the  glycerine  of  alum,  to 
enable  the  tampon  to  be  retained  for  three  days  without  be- 
coming offensive.  In  ichthyol  we  possess  a  most  powerful 
resolvent,  and  one  deserving  an  extensive  trial  in  pelvic  cellu- 
litis and  inflammatory  disease  of  the  adnexa  either  with  or 
without  hyperplasia.  I  have  also  seen  it  of  immense  service 
in  promoting  absorption  when  hematocele  was  present  It 
is  upon  this  agent  that  latterly  great  reliance  has  been  placed 
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by  me  in  the  treatment  of  inflammatory  affections  of  the 
pelvis  and  its  contents.  In  this  and  other  remedies  we  have 
potent  agents  which,  when  judiciously  and  persistently  applied, 
prove  of  great  service  in  affections  of  the  pelvic  organs.  I 
maintain,  therefore,  that  no  one  is  warranted  in  resorting  to 
surgery  in  the  treatment  of  disease  of  the  adnexa  until  he  has 
exhausted,  and  that  without  success,  every  other  method  that 
possesses  an  acknowledged  reputation  in  the  treatment  of 
these  organs.  In  several  instances  I  have  obtained  most 
gratifying  results  by  the  employment  of  the  remedial  measures 
above  enumerated  in  cases  where  the  patients  had  previously 
been  assured  that  their  only  chance  of  regaining  health  lay  in 
having  their  ovaries  removed.  It  would  be  quite  out  of  place 
to  occupy  your  time  with  details  of  such  cases,  but  one  case  I 
cannot  refrain  from  giving  a  slight  sketch  of.  This  lady,  four 
years  ago,  had  actually  repaired  to  an  eminent  gynaecologist 
to  have  Battey's  operation  performed,  but  at  the  last  moment 
changed  her  mind.  Twelve  months  ago,  after  having  endured 
intense  pain  for  over  eight  years,  she  came  under  my  care. 
She  was  then  suffering  from  severe  endometritis  with  consider- 
able hyperplasia  and  flaccidity  of  the  uterus.  The  ovaries 
were  slightly  enlarged,  and  very  tender  to  the  touch.  She 
could  not  walk  across  the  room  without  acute  suffering.  Now 
her  uterus  is  healthy  and  her  ovaries  have  ceased  to  give  her 
any  trouble.  Off  and  on  she  has  been  under  treatment  for 
six  months.  It  must  freely  be  admitted  that  the  process  of 
treating  such  cases  medically  is  necessarily  tedious,  much 
more  so  certainly  than  that  of  abdominal  section,  if  it  proves 
successful.  We  know,  however,  that  very  frequently  this  does 
not  afford  relief  in  a  large  proportion  of  the  cases  operated 
upon,  therefore  we  must  bear  in  mind  that  even  if  the  opera- 
tion is  got  over  without  endangering  the  life  of  the  patient, 
there  still  remains  the  possibility  of  the  woman  being  as  bad 
or  even  worse  after,  than  she  was  before  becoming  exposed 
to  and  facing  the  dangers  which  are  inseparable  from  such  a 
proceeding. 

My  conclusions,  therefore,  I  consider  are  amply  justified 
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when  I  maintain  that  no  man  is  warranted  in  exposing  a 
woman  to  the  danger  entailed  by  the  process  of  unsexing  her 
until  he  is  thoroughly  satisfied  that  no  other  measures  are 
within  reach  by  which  she  may  and  can  obtain  relief.  On  the 
other  hand,  if  he  is  convinced  that  he  has  employed  all  the  re- 
sources at  his  disposal,  and  failed  to  remove  the  casus  niorbi, 
then  he  is  quite  entitled  to  place  the  case  lucidly  before  his 
patient,  and  if  she  requests  him,  to  resort  to  surgery,  but  not 
till  then.  Sentiment  ought  not  to  be  permitted  to  subvert 
common  sense,  for  under  such  circumstances  it  is  frequently 
founded  upon  ignorance  or  incapacity — nay,  ofttimes  the  one 
forms  the  foundation  and  the  other  the  superstructure.  Thus 
what  charitable  people  may  be  disposed  to  designate  as  the 
epitome  of  refinement  of  feeling  may  and  does  destroy  its 
victims,  and  that  quite  as  ruthlessly  and  with  infinitely  more 
torture  than  the  surgeon's  knife  inflicts.  Let,  therefore,  no 
hard-and-fast  line  be  drawn,  but  calm,  unbiassed  and  un- 
fettered judgment  decide  what  is  for  the  immediate  and 
lasting  benefit  of  the  patient. 

In  conclusion,  it  is  not  for  lack  of  an  ample  store  of 
facts  to  draw  upon  that  I  have  not  attempted  to  elaborate 
this  paper  with  a  series  of  cases  illustrative  of  the  statements 
I  have  made,  but  because  I  feel  that  the  time  of  the  Society 
is  too  valuable  to  be  occupied  in  listening  to  details  which, 
though  possibly  of  some  clinical  importance,  yet  are  un- 
necessary to  rehearse  in  a  Society  whose  every  member  is 
coming  daily  in  contact  with  similar  cases. 

My  object  in  coming  here  to-night  will  be  amply  served 
and  my  wishes- fully  realised  if  my  short  essay  will  prove  to 
have  been  the  means  of  helping  forward,  in  however  small  a 
degree,  the  science  to  which  we  are  all  devoted. 

The  President  said  he  was  unable  to  follow  the  author 
in  tracing  ovarian  mischief  to  diseases  of  the  uterus.  With 
regard  to  the  curette  which  the  author  used,  he  remarked  that 
it  could  not  be  passed  in  the  usual  way,  and  it  would  necessi- 
tate dilatation  of  the  cervix  to  get  it  in.  That  led  him  to 
think  that  much  of  the  good  effected  might  be  due  to  the 
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dilatation  per  se.  He  thought  that  a  10  per  cent,  solution 
of  ichthyol  was  too  strong ;  personally  he  never  used  more 
than  a  5  per  cent,  solution,  which  he  thought  was  strong 
enough  for  all  purposes. 

Dr.  Edis  agreed  that  ovarian  irritation  and  congestion 
might  be  relieved  by  treatment  of  co-existing  disease  of  the 
uterus,  provided  that  on  conjoined  examination  the  ovaries 
proved  not  to  be  enlarged  or  tender.  He  thought  that  many 
cases  might  be  thus  relieved  that  had  been  condemned  as 
incurable  save  by  operation.  If,  then,  the  ovarian  mischief 
might  be  relieved  by  treatment  of  diseased  conditions  of  the 
uterus,  the  converse  was  obviously  true  that  the  latter  might 
be  the  starting  point  of  the  former. 

Dr.  Leith  Napier  thought  they  had  arrived  at  a  stage  in 
the  treatment  of  these  diseases  which  made  it  a  dereliction  of 
duty  to  rest  satisfied  with  purely  medical  treatment.  It  was, 
above  all,  a  question  of  diagnosis.  Some  men  apparently 
preferred  to  treat  first  and  diagnose  afterwards,  but  personally 
he  preferred  to  diagnose  first.  If  that  rule  were  generally 
adopted  there  would  be  less  obscurity  as  to  the  cases  to  be 
dealt  with  by  operation.  He  joined  issue  with  the  author  in 
respect  of  the  pathology  of  many  of  these  tubal  affections. 
He  admitted  that  tubal  affections  might  arise  from  diseased 
conditions  of  the  endometrium,  but  he  did  not  think  that 
cases  calling  for  operation  often  had  their  source  in  this  way. 
If  some  one  would  tell  them  how  to  diagnose  with  certainty  a 
hydro-  from  a  pyo-salpinx,  and  make  sure  that  the  condition 
was  one  due  to  specific  infection,  he  thought  there  would  be 
no  hesitation  as  to  the  proper  course  to  pursue.  He  spoke 
with  feeling,  because  he  had  not  always  been  a  partisan  of 
operation  in  this  class  of  cases ;  but  the  advance  of  science 
had  shown  them,  as  Mr.  Tait  had  put  it,  "  it  was  very  fre- 
quently men,  not  measures,  that  they  considered."  Dr.  Bell 
had  adopted  the  French  school  of  gynaecology,  and  he  thought 
that  he  had  somewhat  missed  the  point  that,  if  there  were 
conditions  of  such  pathological  importance  it  was  absolutely 
impossible  for  any  medicine  or  massage  to  do  any  good. 
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Mr.  Reeves  said  that  if  one  bore  in  mind  the  observa- 
tions of  Poirier  on  the  lymphatics  of  the  whole  uterine  system, 
it  was  easy  to  understand  how  an  abrasion,  for  instance,  of  the 
mucous  membrane  of  the  uterus  might  readily  cause  trouble 
elsewhere.  That  was  a  question  of  pathology  which,  how- 
ever clear  as  a  demonstration,  might  not  satisfy  men  of 
clinical  mind.  In  cases  in  which,  by  the  double  method  of 
examination  they  found  a  tumour  at  the  side  of  or  behind  the 
uterus  which  after  six  months  of  treatment  did  not  disappear, 
then  it  was  evidently  not  cellulitis,  but  it  might  be  a  pelvi- 
peritonitis, and  if  so  it  had  been  proved  to  demonstration  that 
it  was  generally,  due  to  tubal  mischief,  and  could  not  be  re- 
lieved short  of  operation.  Electricity  could  not  cure  such  a 
condition,  and  massage  was  as  likely  as  not  to  rupture  the 
sac  Personally  he  had  no  particular  desire  to  operate,  except 
where  it  was  absolutely  necessary,  and  he  would  not  be  con- 
tent to  see  a  specimen  in  a  bottle  and  be  told  that  with  the 
specimen  the  symptoms  had  been  removed.  He  would  require 
to  see  the  patient  as  well,  for  in  a  certain  number  of  cases, 
in  spite  of  the  removal  of  the  disease,  the  patient  did  not  get 
any  better.  What  the  explanation  of  this  non-recovery  was 
he  could  not  explain  unless  it  were  due  to  nerve  memory. 

Dr.  Routh  endorsed  the  views  expressed  in  the  paper, 
which  he  thought  was  written  by  a  medical  man  who 
was  at  the  same  time  a  philosopher.  No  one  would  venture 
to  assert  that  it  was  not  at  times  necessary  to  take  away  the 
appendages,  especially  when  there  was  danger  to  life,  but  it 
was  indisputable  that  there  were  a  great  many  cases  present- 
ing all  the  symptoms  of  disease  of  the  appendages  which  yet 
recovered  under  other  treatment  Moreover  the  women  had 
children  afterwards.  He  quite  believed  that  diseases  of  the 
uterus  might  give  rise  to  actual  disease,  but  oftener  simulate 
disease  of  the  appendages,  and  this  was  easily  understood 
when  they  reflected  upon  the  fact  that  both  had  a  common 
nerve  supply.  This  had  been  demonstrated  long  ago  by 
Beck.  He  attached  a  great  importance  in  these  cases  to 
leeching  the  uterus  or  making  incision  by  means  of  the 
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hysterotome.  That  alone  often  sufficed  to  relieve  the  symp- 
toms. Another  thing  to  remember  was  that  cysts  might 
be  tapped  by  means  of  the  aspirator,  subsequently  injecting 
some  solution  of  iodine  and  keeping  in  a  drainage  tube  to 
keep  the  cavity  aseptic  This  course  had  never  led  to  any 
bad  results  in  his  hands,  and  he  did  not  see  why  it  should  in 
those  of  others. 

Dr,  Napier  asked  whether  Dr,  Routh  would  advise  this 
procedure  in  a  case  of  pyosalpinx. 

Dr.  ROUTH  said  he  would  if  the  pyosalpinx  were  large. 

Mr.  JESSETT  proposed  the  adjournment  of  the  discussion, 
and  this  was  seconded  by  Dr.  Edis  and  agreed  to. 

The  Society  then  adjourned. 
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REVIEWS. 

The  Daughter:  her  Health,  Education  and  Wedlock.  Homely 
Suggestions  for  Mothers  and  Daughters.  By  William 
M.  Capp,  M.D.  Philadelphia.  London :  F.  A.  Davis, 
Publishers,  1891. 

This  is  a  sensibly  written  book  of  140  pages,  in  which, 
as  the  author  says,  an  endeavour  is  made  to  second  more  in- 
telligently the  efforts  of  the  medical  adviser  when  he  comes 
professionally  into  the  family,  and  to  offer  some  practical 
considerations  affecting  woman  in  her  family  relation.  The 
work  contains  chapters  on  the  management  of  the  infant,  the 
chUd%  the  girl,  and  t/te  wife.  The  advice  given  under  these 
various  headings  is  most  excellent,  and  in  our  opinion  the 
work  well  fulfils  the  object  of  the  author.  On  the  whole  it 
is  a  book  which  we  should  have  no  hesitation  in  placing  in 
the  hands  of  a  young  wife. 

■ 

The  Proclivity  of  Women  to  Cancerous  Diseases,  and  to  Certain 

Benign  Tumours,  with  Appendix  on  Heredity  as  a  Cause 

for  Cancer.    By  Herbert  Snow,  M.D.Lond.,  Surgeon 

to  the  Cancer  Hospital    London  :  J.  and  A.  Churchill, 

11,  New  Burlington  Street,  1891. 

This  work  is  dedicated  as  "  a  slight  tribute  of  admiration 
for  the  achievements  of  the  most  original  gynaecologist  of  our 
time  ;  still  more  in  token  of  respect  for  fearless  warfare  against 
oligarchic  caste-rule  in  high  places;  these  pages  are  dedi- 
cated to  Lawson  Tait." 

This  is  a  short  but  masterly  treatise  on  the  proclivity  of 
women  to  cancerous  diseases.  As  a  synopsis  alone  of  the 
literature  and  latest  researches  on  the  subject  which  have 
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been  published  it  will  prove  most  useful  to  those  who  are 
interested  in  the  question.  The  author  commences  by  stat- 
ing :  "  One  of  the  most  eminent  gynaecologists  of  this  our 
era — a  man  presenting  the  most  remarkable  combination  of 
scientific  penetration,  literary  ability,  and  practical  achieve- 
ment— appropriately  quotes  in  the  introduction  to  his  principal 
work  a  pithy  French  aphorism, '  Lafemme  est  une  malade!  " 
He  goes  on  to  say :  "  From  the  cradle  to  puberty,  females 
seem  to  be  on  fairly  equal  terms  with  men ;  but  from  that 
moment,  through  the  whole  of  the  period  of  active  life,  their 
existence  is  one  of  prolonged  suffering.  The  great  function 
of  their  lives  is  led  up  to  by  troubles,  and  from  it  endless 
suffering  springs.  This  seems  to  be  the  lot  of  civilised 
women  only,  and  to  be  the  result  of  this  civilisation — why 
we  know  not,  we  cannot  even  guess."  This  view  appears 
to  us  to  be  a  pessimistic  appreciation  of  woman's  life.  We 
cordially  recommend  a  perusal  of  Dr.  Snow's  most  interest- 
ing monograph  to  all  those  who  are  interested  in  the  subject 
of  cancer  in  women. 
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SUMMARY  OF  GYNAECOLOGY,  INCLUDING 

OBSTETRICS. 

Dr.  Pozzi  contributes  to  the  Bulletins  et  Mimoires  de  la 
Sociiti  de  Chirurgie,  Dec.  1890,  a  statistical  summary  of  the 
operations  performed  by  him  during  a  part  of  the  year  1890. 

During  five  months  he  performed  at  the  Lourcine- Pascal 
Hospital  eighty-six  operations  of  which  thirty-eight  were 
laparotomies,  with  thirty-six  recoveries,  and  forty-eight 
various  operations  by  the  natural  passages — with  forty-six 
recoveries. 

For  laparotomy,  on  account  of  suppuration  of  the  appen- 
dages, he  makes  a  very  small  incision,  just  sufficient  to  admit 
the  hand.  He  then  follows  the  line  of  cleavage,  detaching  and 
enucleating  the  mass ;  if  this  be  too  large,  he  lessens  it  by 
tapping.  He  cauterises  the  pedicle  by  the  thermo-cautery. 
He  generally  abstains  from  drainage.  The  method  of  drain- 
ing he  uses  is  by  a  double  fold  of  iodoformed  gauze.  This 
acts  partly  by  capillarity.  In  severe  cases  in  which  the  pelvic 
peritoneum  has  been  much  torn  or  fouled,  and  in  those  in 
which  it  must  be  protected  against  infection  from  a  part  of 
the  wall  of  an  abscess-cyst  remaining  adherent,  he  practises 
antiseptic  plugging  of  the  peritoneum  with  a  bag  of  iodo- 
formed gauze  filled  with  bands  of  the  same  nature.  He 
insists  that  the  gauze  must  be  very  slightly  iodoformed,  so  as 
to  avoid  absorption  of  iodoform.  He  points  out  that  neglect 
of  this  rule  has  led  to  disaster  in  the  practice  of  other  surgeons. 

His  method  of  restoration  of  the  abdominal  wall  also 
demands  attention.  He  takes  special  pains  to  secure  perfect 
apposition  of  the  several  layers  of  the  wall.  He  uses  a  suture 
of  superposed  layers  which  re-unites  tissue  to  tissue  with 
extreme  care.    A  first  charge  of  catgut  brings  together  the 
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opposite  sides  of  the  peritoneum,  a  second,  made  with  the 
same  needle-charge,  exactly  sutures  the  muscles  and  apo- 
neuroses. Lastly,  the  reunion  of  the  skin  and  subcutaneous 
cellular  tissue  is  effected  by  at  most  two  or  three  points  of 
deep  suture  of  silk  and  by  a  thread  of  catgut  seizing  the  skin 
only.  The  union  effected  is  firm,  linear.  This  resumi  of  the 
work  of  the  eminent  French  surgeon  demands  the  earnest 
attention  of  gynaecologists. 

Puerperal  Hysterectomy;  or  Porro's  Operation  by  a  New 
Method.  By  H.  WlDENHAM  MAUNSELL,  M.D.,  Hon- 
orary Surgeon,  Dunedin  Hospital ;  Lecturer  on  Surgery 
in  the  Otago  University. 

Porro,  of  Pavia,  was  the  first  surgeon  who  successfully 
amputated  the  pregnant  uterus  in  a  woman—  utero-ovarian 
amputation  as  a  mode  of  completing  Caesarian  section.  The 
operation  was  performed  twelve  years  ago  in  the  Maternity 
Hospital  of  Pavia,  on  a  woman  deformed  by  rickets.  Since 
then  the  operation  has  been  performed  200  times,  with  a 
mortality  of  nearly  50  per  cent; 

Instruments  required. — Strong  scalpel,  large,  strong,  circular 
amputating  knife,  two  pairs  of  strong  scissors,  eighteen  pairs 
of  Spencer  Wells'  artery  forceps,  two  strong  slightly-curved 
needles,  on  handles  ;  curved  surgical  needles  suitable  sutures 
and  ligatures,  specially  prepared ;  yard  of  strong  rubber, 
tubing,  for  tourniquet ;  Tait's  recent  modification  of  Kceberld's 
serre-nceud,  with  needle  for  transfixing  pedicle ;  three  large 
flat  sponges,  the  bichloride  antiseptic  solution,  and  large 
quantities  of  hot  water. 

In  performing  laparotomy  in  the  median  line,  the  incision 
should  be  lower  than  for  simple  Caesarian  section,  as  the 
stump  of  the  amputated  uterus  has  to  be  brought  out  imme- 
diately above  the  pubes,  as  in  hysterectomy.  A  sound 
should  be  passed  into  the  bladder,  and  every  care  taken  not 
to  injure  it,  as  it  is  often  dragged  up  above  the  pubes  in  these 
cases. 
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New  Method  of  Treating  the  Stump. 

i.  The  incision  should  be  long  enough  to  permit  of  the 
gravid  uterus  being  taken  out  of  the  cavity  of  the  abdomen. 

2.  While  an  assistant  takes  charge  of  the  gravid  uterus, 
place  a  large  flat  sponge,  wrung  out  of  hot  water,  over  the 
bowels,  to  keep  them  warm  and  out  of  sight ;  and  rapidly 
suture  up  the  wound  with  strong  salmon  silkworm  gut,  as  far 
as  the  neck  of  the  uterus,  which  is  pressed  towards  the  pubic 
end  of  the  wound  by  an  assistant 

3.  Open  uterus  by  longitudinal  incision  in  upper  third, 
and  remove  child,  leaving  placenta  behind. 

4.  Apply  the  rubber  tourniquet  below  the  uterus. 

5.  Pack  round  with  sponges.  Make  transverse  incision 
through  peritoneum,  covering  the  top  of  the  uterus,  and 
rapidly  reflect  it  to  within  half-an-inch  of  the  rubber  tourni- 
quet. If  the  peritoneum  is  found  to  be  very  adherent  to  the 
fundus,  make  a  circular  incision  all  round  the  upper  third  of 
the  uterus,  and  reflect  it  as  above  described. 

&  Apply  Kceberl6's  pin  and  wire  ecraseur  to  the  neck  of 
the  deperitonised  uterus. 

7.  Amputate'  the  uterus  with  a  large  circular  amputating 
knife,  leaving  a  fair  stump  behind  the  pin. 

8.  Apply  torsion  and  ligature  to  all  bleeding  points,  as 
the  assistant  slowly  and  cautiously  removes  the  rubber  tour- 
niquet 

9.  Secure  the  lower  end  of  the  laparotomy  wound,  imme- 
diately above  the  stump,  with  a  strong  acupuncture  needle. 

10.  Place  a  thin  layer  of  iodoform  wool  under  the  re- 
flected peritoneum,  which  is  spread  out  like  a  saucer  round 
the  stump.  Secure  the  edges  of  the  reflected  peritoneum 
loosely  to  the  skin  by  five  or  six  horse-hair  sutures.  Dust  the 
peritoneal  reflection  above  and  below  night  and  morning  with 
large  quantities  of  iodoform  and  amorphous  boracic  acid  (1 
to  9),  so  as  to  keep  it  thoroughly  dry.  If  treated  in  this 
manner,  in  a  few  days  this  saucer-like  reflection  of  the  peri- 
toneum becomes  dry,  hard,  tough,  and  aseptic,  and  drops  off 
in  from  three  to  five  weeks. 
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ii.  Screw  up  the  wire  clamp  daily.  Dress  the  stump 
night  and  morning  with  a  thick  layer  of  iodoform  and  absor- 
bent wool. 

I  have  advocated  this  method  of  treating  the  stump  in  cases 
of  hysterectomy  for  fibroids.  (See  N.Z.  Medical  Journal,  Sep- 
tember, 1887).  As  far  as  I  know,  this  method  of  treating  the 
stump  has  never  been  tried  or  suggested  before.  Its  advantages 
may  be  summed  up  as  follows : — 


Extra  Peritoneal  Method  of  Treating  the  Stump. 

A  A — Saucer-like  Reflection  of  Peritoneum. 

B — Deperitonised  Stump,  with  Kceberle^s  Pin  and  Ecntseur. 

(a)  The  bladder  and  ureters  cannot  be  injured  by  the 
ecraseur. 

{b)  There  is  no  tension  of  the  peritoneum  or  broad 
ligaments. 

(c)  The  stump  cannot  retract  into  the  cavity  of  the 
peritoneum. 

(d)  The  stump  is  effectually  shut  off  from  the  cavity  of  the 
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peritoneum  ;  and  as  it  shrinks  and  sloughs  away  it  is  impos- 
sible for  the  matter  to  drain  on  to  the  abdominal  wound,  or 
into  the  cavity  of  the  peritoneum. 

Godson's  Classification. 

1.  True  Porro  operation — fcetus  viable. 

2.  Utero-ovarian  amputation  performed  during  pregnancy, 
before  fcetus  is  viable. 


Extra  Peritoneal  Method  of  Treating  the  Stuhp. 

Virtual  Section,  shewing — 
A  A — Deperitonised  Stump  constricted  by  Ecraseur. 
B  B— Reflected  Peritoneum. 

C — Wound  in  Abdomen  sewn  up  to  Stump. 

D— Pubic  Bone.        E— Bladder.        F— Vagina.         G— Rectum. 

3.  Laparotomy  for  removal  of  foetus  from  abdominal 
cavity,  followed  by  amputation  of  ruptured  uterus  and  ovaries. 

The  same  treatment  of  the  stump  applies  with  equal  force 
to  all  these  conditions. 
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In  puerperal  hysterectomy,  experience  is  strongly  in 
favour  of  the  extra-peritoneal  method  of  treating  the  pedicle. 
According  to  Godson's  tables,  eleven  died  out  of  fifteen  cases 
treated  by  intra-peritoneal  methods. 


Over  two  years  ago  the  above  paper  was  forwarded  to  the 
Gynaecological  Section  of  the  Intercolonial  Medical  Congress 
of  Australasia.  To  my  great  annoyance  it  was  refused  ad- 
mission, on  the  t erroneous  supposition  that  it  had  been 
previously  published  in  the  N.Z.  Medical  Journal.  With  the 
exception  of  Paragraph  4,  describing  the  removal  of  the  child, 
it  is  step  by  step  and  almost  word  for  word  the  same  operation 
that  I  advocated  for  the  extra  peritoneal  method  of  treating  the 
stump  in  uterine  fibromyomata>  published  by  me  in  the  N.Z. 
Medical  Journal^  September,  1887,  several  copies  of  which  I 
sent  to  a  number  of  prominent  medical  men  in  the  Old 
Country.  Judge  my  astonishment  on  finding  that  all  the 
details  of  my  operation  for  the  surgical  treatment  of  uterine 
fibromas  have  been  unwittingly  appropriated  by  Dr.  Bantock, 
of  London. 

Dr.  Batchelor,  Lecturer  on  Gynaecology  in  the  Otago 
University,  has  kindly  drawn  my  attention  to  the  following 
extracts  from  the  last  May  and  August  numbers  of  The 

British  Gynaecological  Journal  : — 

"Dr.  Bantock  showed  a  specimen  of  soft  sarcoma  removed 
from  a  single  woman  of  thirty-six.  A  week  before  the  growth 
of  the  tumour  had  been  very  rapid,  and  lately  had  been 
attended  by  so  much  haemorrhage  that  it  incapacitated  her 
from  her  work.  She  was  seen  by  Dr.  Ingleby  Mackenzie, 
and  was  sent  on  by  him  to  the  Samaritan  Hospital.  This 
case  illustrated  a  point  which  had  already  been  under  dis- 
cussion. The  line  of  the  peritoneum  was  very  high  on  the 
growth,  and  it  was  one  of  those  cases  in  which  the  pedicle  was 
very  short,  and  if  he  had  treated  it  in  the  ordinary  way,  by 
putting  a  serre-nosud  round  including  the  peritoneum,  he 
would  have  a  very  short  pedicle  with  a  tremendous  drag 
upon  it    Indeed,  he  would  possibly  hardly  have  been  able 
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to  get  the  pins  through  so  as  to  bring  them  out  on  the  skin. 
He  therefore  adopted  the  plan  which  he  had  lately  had  several 
times  had  occasion  to  bring  before  their  notice.  He  first  of  all 
put  on  an  elastic  ligature,  then  divided  the  peritoneum  all  round, 
stripping  it  down  to  the  base  of  the  tumour.  Then  he  secured 
the  ovarian  vessels  on  either  side,  and  applied  the  serre-noeud  to 
the  raw  surface,  the  tumour  being  enucleated  away  down  to  the 
level  of  the  internal  os.  In  this  way  the  whole  of  the  pedicle 
was  extra-peritoneal.  [Italics  are  mine.]  These  surfaces 
were  stitched  together,  the  pins  being  put  through  the  raw 
surface  not  touching  the  peritoneum.  In  that  way  there  was 
very  little  drag  upon  it" 

Dr.  Heywood  Smith  [same  journal,  page  123],  with  re- 
gard to  the  first  case,  asked  for  a  more  exact  description  of 
the  manner  of  dealing  with  the  peritoneum.  Dr.  Bantock 
had  spoken  of  stitching  the  flaps  together,  and  this  was  not 
very  clear  to  him.  What  he  wanted  to  know  was  the  exact 
position  of  the  peritoneal  edges  after  the  wound  was  closed. 

"Dr.  Bantock  demonstrated  his  procedure.  First  he 
applied  a  ligature  outside  the  tumour,  covered  as  it  was  by 
peritoneum.  Then  he  opened  the  peritoneal  investment  and 
applied  the  serre-noeud  at  the  base  of  the  tumour,  this  time 
inside  the  peritoneum.  Having  removed  the  tumour,  there 
only  remained  to  stitch  together  the  layer  of  peritoneum, 
covering  what  was  the  base  of  the  tumour,  *>.,  the  broad 
ligament,  with  that  lining  the  parietes." 

In  the  August  number  of  the  same  journal  (page  183) 
there  is  the  report  of  a  case  of  the  removal  of  a  large  uterine 
myxoma  by  Dr.  W.  H.  Fenton.  The  patient  died  owing  to 
the  injury  of  the  ureters  in  the  wire  of  the  serre-noeud  At 
the  conclusion  of  the  very  interesting  paper  Dr.  Fenton  makes 
the  following  pertinent  remarks  (pp.  191  and  192)  : 

"  The  first  question  that  arises  to  me  is  this :  could  I  in  a 
similar  case  avoid  the  same  accident  of  injuring  the  ureters  ? 
It  must  be  remembered  that  I  had  a  huge  tumour  with  a 
very  thick  pedicle.  /  naturally  selected  the  narrowest  part 
below  the  ovaries  for  engaging  with  the  voire,  and  I  thought 
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that  the  wire  at  that  point  was  encircling  the  cervix  uteri. 
I  had  no  idea  the  pedicle  really  consisted  of  a  portion  of  the 
tumour,  apparently  growing  from  the  posterior  vaginal  wall 
and  the  vagina  itself,  and  that  I  was  some  inches  below  the 
os  uteri.  An  inter-abdominal  hysterectomy  performed  in  such 
a  way  would  be  bound  to  include  both  ureters,  as  they  ordinarily 
pass  from  behind  the  cervix  uteri  to  the  base  of  the  bladder. 

"  Dr.  F.  A.  Purcell  [p.  194]  observed  that  the  method 
described  by  Dr.  Bantock  at  their  last  meeting  seemed 
peculiarly  adapted  to  Dr.  Fenton's  case.  He  alluded  to  the 
application  of  an  elastic  ligature  over  the  base  of  the  tumour 
before  attempting  to  enucleate.  Had  that  been  done  the 
haemorrhage  would  have  been  restrained.  Then  the  capsule 
might  have  been  divided  and  stripped  down  and  the  serre- 
nceud  applied  around  the  base  of  the  tumour,  which  would 
have  been  easy,  and  the  tumour  then  lifted  up  out  of  its 
cavity.  The  walls  of  the  tumour  would  thus  form  the 
pedicle,  and  the  application  of  the  serre-neeud  within  the 
capsule  would  have  had  the  effect  to  further  restrain  the 
haemorrhage.  Then  the  stump  could  be  brought  up  and 
fixed  to  the  parietes,  after  which  the  elastic  ligature  should 
be  removed.  He  thought  that  if  this  procedure  had  been 
adopted  the  ureters  would  undoubtedly  have  escaped  inclu- 
sion. 

"Dr.  Bantock  [page  202]  demonstrated  his  procedure. 
First,  he  applied  a  ligature  outside  the  tumour,  covered  as  it 
was  by  peritoneum.  Then  he  opened  the  peritoneal  investment 
and  applied  the  serre-nceud  on  the  base  of  the  tumour — this 
time  OUTSIDE  the  peritoneum.  Having  removed  the  tumour 
there  only  remained  to  stitch  together  the  layer  of  peritoneum, 
covering  what  was  the  base  of  the  tumour,  *>.,  the  broad 
ligament,  with  that  lining  the  parietes." 

By  the  next  mail  I  forward  the  September  (I887)  number 
of  the  New  Zealand  Medical  Journal,  giving  a  full  descrip- 
tion of  my  method  of  treating  uterine  myomas  to  the  Presi- 
dent of  the  British  Gynaecological  Society.  On  perusing  the 
above  paper  I  feel  certain  that  Dr.  Bantock  will  abandon  all 
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priority  to  the  above  method,  which  I  have  christened  the 
deperitonised  method  of  dealing  with  the  stump  of  uterine 
myomas. 

BROOKLYN  MEDICAL  JOURNAL. 

Intra-uterine  Medication.    By  WALTER  B.  CHASE,  M.D. 

{Therapeutic  Gazette^  December  15,  1890.)  Edmund 
Falk's  paper  before  the  Berlin  Medical  Society  emphasizes 
the  importance  of  treatment  and  the  frequency  of  diseases  of 
the  endometrium.  General  uterine  treatment  is  confined 
to  the  specialist,  yet  it  is  necessary  that  every  physician 
should  know  how  to  treat  these  conditions.  He  objects  to 
intra-uterine  injections,  even  though  previous  dilatation  has 
been  done.  For  dilatation  of  the  uterine  canal,  he  recom- 
mends a  tampon  of  iodoform  gauze,  medicines  in  the  liquid 
form  to  be  applied  with  a  goose  feather  or  raw  cotton  on 
applicator.  Women  who  have  not  borne  children,  a  previous 
dilatation  of  the  cervical  canal  is  necessary,  and  the  treatment 
in  cervicitis  is  particularly  applicable,  because  higher  up,  the 
remedies  are  so  influenced  by  the  secretion  they  exert  no 
real  effect  upon  the  mucous  membrane.  Another  method 
of  treating  the  endometrium  is  by  tents  and  salves,  and  for 
these  reasons  a  clear  apprehension  must  be  had  of  the  capacity 
of  absorption  of  the  genital  tract.  As  a  rule,  nothing  is 
known  of  the  power  of  absorption  in  the  virgin  uterus.  In 
his  experiments,  the  uterus  being  isolated,  fifty  minutes  after 
the  introduction  within  it  of  tents  medicated  with  iodide  of 
potassium,  the  presence  of  iodine  could  be  demonstrated  in 
the  urine ;  the  power  of  absorption  from  the  vagina  was  much 
more  slow,  and  the  mucous  membrane  of  the  labia  seemed  so 
perfect  as  not  to  have  any  power  of  absorption.  As  the 
mucous  surface  of  the  uterine  cavity  is  a  ready  absorbent, 
many  remedies  introduced  into  it  will  exert  a  general  sys- 
temic effect,  which  should  be  taken  into  account  This 
method,  then,  of  the  use  of  tents  is  one  of  wide  applicability. 
Those  made  of  cocoa-butter  are  readily  absorbed,  while  those 
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made  with  gelatine,  form  a  few  days  after  their  introduction 
a  tenacious  mass,  which  does  not  dissolve  in  water  at  6o° 
(within  half-an-hour),  and  can  for  this  reason  only  act  in  the 
uterus  as  a  foreign  body.  Landon  adopted  the  use  of  grooved 
sounds  as  were  used  by  Cooper  in  the  treatment  of  chronic 
gonorrhoea,  cocoa  butter  being  the  menstruum.  Falk  tried 
the  antrophors  introduced  by  Stephan,  of  Dresden,  being  thin 
spiral  pieces  of  metal  which  were  covered  with  the  medication 
in  an  easy  coating  of  glycerine.  These  curls  of  metal  wire 
made  of  highly-tempered  wire  as  a  basis,  in  order  to  be  less 
liable  to  bend,  by  which  means  they  adapt  themselves  to 
every  desirable  shape  and  reach  every  wrinkle  of  the  mucous 
surface  of  the  uterus.  The  wire  is  not  heated  very  hot,  so 
as  to  retain  its  elasticity,  and  that  it  shall  not  cause  any 
abrasions  after  the  meltings  of  the  medication,  is  first  pro- 
tected by  an  insoluble  gelatine  covering,  the  gelatine  having 
been  previously  sterilized  by  heat.  Before  applying  the  medi- 
cament, the  parts  are  disinfected  (by  means  of  cotton  carried 
by  a  pair  of  forceps  or  tent-holder),  which  is  passed  through 
the  orifice  of  one  of  these  instruments,  without  dilating ;  after 
this  the  woman  lies  down  ten  minutes,  then  the  wire  is  re- 
moved by  means  of  a  thread  fastened  in  the  handle  of  the 
applicator. 

Verf  has  demonstrated  by  experiments  with  numerous 
drugs  that  the  viscid  secretion  of  endometritis  becomes  thinner, 
changes  its  colour,  gets  colourless,  and  finally  disappears,  and 
that  erosions  caused  by  its  secretions  also  disappear.  In 
fungoid  endometritis  the  use  of  the  antrophors  are  specially 
recommended,  the  application  being  of  1  per  cent,  dilution 
of  chloride  of  zinc,  three-tenths  to  1  per  cent,  sulph.  copper, 
10  per  cent,  of  resorcin,  and  a  5  to  10  per  cent  dilution 
of  tannin. 

Gonorrhceal  endometritis  was  similarly  treated,  the  medica- 
ment being  2  per  cent  dilution  of  creasote,  and  with  it  one- 
tenth  per  cent  of  the  bichloride  of  mercury,  followed  by  a 
mixture  of  1  per  cent  chloride  of  zine  and  one-tenth 
corros.   subl.,  the  chloride  of  zinc  penetrating  directly  into 
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the  mucous  membrane,  making  it  possible  for  the  bichloride 
of  mercury  to  reach  the  depths  where  the  gonococcus  dwells. 
Among  the  list  of  consequences  Falk  mentions,  especially 
after  certain  remedies,  are  haemorrhage,  uterine  colic  (the  latter 
being  prevented  by  the  addition  of  cocaine),  and  finally,  in 
isolated  cases,  after  the  application  of  great  strength,  there 
was  inflammation  of  the  surrounding  viscera,  so  that  even  by 
this  method  the  dangers  of  intra-uterine  medication  are  not 
overcome. 

ARCH.  FUR  GYN. 

Treatment  of  Perineal  Lacerations.     By  VON  Ott. 

The  operation  of  Simon  and  that  of  Hegar  he  regards  as 
substantially  the  most  rational  of  the  various  methods  of 
perineal  repair. 

The  numerous  improvements  that  have  been  proposed 
relate  chiefly  to  the  figure  of  the  freshened  surface  and  to  the 
methods  of  maintaining  complete  coaptation  during  the 
process  of  union.  The  shape  of  the  denuded  surface,  how- 
ever, must  depend  on  the  shape  of  the  cicatrix  and  the 
direction  of  the  tear.  No  prescribed  figure  can  suit  all  cases. 
The  denudation  should  be  so  ordered  that  the  suture  may 
reunite  the  corresponding  structures  of  the  sundered  parts, 
and  that  with  the  least  practicable  tension. 

For  the  complete  and  permanent  union  of  the  wound 
surfaces  the  aseptic  are  no  less  important  than  the  mechanical 
requirements  of  the  suture.  In  extensive  lacerations  the 
author  has  used  the  tiered  suture.  This  method  is  less  satis- 
factory, however,  in  old  than  in  fresh  tears.  The  continuous 
suture  is  objectionable,  since,  should  sepsis  occur  at  one  point 
of  the  suture,  it  may  spread  throughout  its  length.  On  the 
whole  he  prefers  the  interrupted  silk  suture. 

The  flap  operation  of  Tait  the  author  justly  condemns, 
since  it  ignores  the  anatomical  relations  of  the  parts.  The 
claim  that  no  tissue  is  sacrificed  in  the  flap  method  is  only  an 
apparent  advantage.  There  is  in  reality  no  economy  of 
tissue  material.    The  flap  is  thicker  than  the  tissue  removed 
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in  denuding,  and  it  includes  a  certain  amount  of  muscular 
structure.  A  large  portion  of  the  flap  lies  in  a  loose  fold  in 
the  vagina,  and  is  therefore  lost  to  the  new  perineum.  Not 
infrequently  it  sloughs.  Moreover,  greater  tension  is  required 
to  maintain  contact  of  the  opposed  surfaces,  owing  to  the 
material  lost  in  the  flap. 

The  results,  according  to  Rodsewitsch,  are  by  no  means 
flattering.  Of  thirty-six  cases  operated  by  the  flap  method, 
union  was  more  or  less  imperfect  in  twelve. 

Simplicity  and  rapidity  of  execution  in  the  method  of 
Tait  must  be  conceded,  but  these  alone  should  not  decide  the 
choice  of  operation. 

What  I  have  learned  to  Unlearn  in  Gynecology. 

Under  this  caption  Wm.  Goodell,  M.D.,  gives  his  experi- 
ences. He  has  learned  that  the  climacteric  is  not  responsible 
for  most  of  the  ills  of  motherhood,  and  especially  for  menor- 
rhagia,  as  popularly  taught ;  that  uterine  haemorrhages,  indeed, 
and  other  uterine  discharges,  can  rarely  be  traced  to  the 
climacteric  as  a  cause  in  itself ;  that  the  so-called  "  critical 
discharges  "  and  "  change  of  life  "  are  misnomers  which,  too 
often,  lead  to  indolent  diagnosis  and  slovenly  therapeutics. 
He  has  learned  that  operations,  if  time  be  precious,  need  not 
be  deferred  on  account  of  menstruation.  The  menstrual 
period  is  the  best  time,  in  fact,  to  curette  for  fungous  vegeta- 
tions. The  only  operations  which  offer  serious  objections  at 
this  period  are  those  upon  the  uterus  itself,  and  because  of  its 
increased  vascularity  and  danger  of  haemorrhage.  He  has 
learned  that  anteflexion  and  anteversion  in  themselves — 
without  narrowing  of  the  canal — are  not  necessarily  patho- 
logical ;  that  pessaries  for  these  conditions,  except  occasionally 
a  stem  pessary  for  stenosis,  are  rarely  useful ;  that  irritable 
bladder  is  generally  the  result  of  nerve  exhaustion,  a  lack 
of  brain  control,  and  not  of  pressure  of  an  anteflexed  fundus. 
He  has  long  abandoned  the  idea  that  the  parturient  woman 
must  be  swathed  like  a  mummy  and  be  kept  as  immovable. 
He  finds  no  objection  to  her  turning  from  side  to  side,  sitting 
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up,  and  even  getting  up  to  use  the  commode,  if  she  feels  like 
it.  He  does  not  believe  that  mammary  abscess  comes  from 
"  caked  "  or  over-distended  breast,  but  from  cracked  nipples  ; 
that  uterine  catarrhal  secretions  are  any  greater  drain  than 
those  from  the  nose,  or  that  they  require  heroic  treatment  ; 
that  cellulitis  is  at  the  bottom  of  most  female  ailments,  and 
that  the  hot-water  douche  is  its  cure-all.  He  believes  that  the 
latter  has  even  caused  ovaritis,  salpingitis,  and  peri-uterine 
inflammation,  and  that  the  supposed  cellulitis  and  exudations 
are  usually  tubal  and  ovarian  lesions.  The  hardest  task  of 
all  was  to  learn  that  uterine  symptoms  are  not  always  present 
in  uterine  disease,  or  that  when  present  they  necessarily  come 
from  uterine  disease.  They  are  nerve  symptoms.  Nerve- 
strain  or  nerve-exhaustion  comes  largely  from  the  frets,  the 
griefs,  the  worries,  the  carks  and  cares  of  life,  and  their  symp- 
toms simulate  uterine  disorders,  and  are  almost  uniformly 
attributed  to  them.  The  tricky  nerves,  when  underfed  or 
overworked,  or  out  of  discipline,  billet  themselves  upon  some 
maimed  organ,  and  hold  high  revel  there.  Thus,  a  woman 
hitherto  in  perfect  health,  though  having  an  adherent  or  dis- 
located ovary,  a  torn  cervix,  a  narrow  cervical  canal,  a  slight 
displacement,  has  her  nervous  system  unstrung  and  at  once 
there  are  set  up  vesical,  uterine,  and  ovarian  symptoms.  Dr. 
Goodell  sums  up  his  gynaecological  creed :  "  I  believe  that  the 
physician  who  recognizes  the  complexity  of  woman's  nervous 
organization  and  appreciates  its  tyranny,  will  touch  her  well- 
being  at  more  points,  and  with  a  keener  perception  of  its 
wants,  than  the  one  who  holds  the  opinion  that  woman  is 
woman  because  she  has  a  womb.11 


Porro's  Operation  [report  of  case],  by  Holford  Walker, 

M.D.,  of  Toronto,  Ont. 

In  reporting  this  case,  I  do  so  with  the  object  of  strengthen- 
ing the  position  of  the  medical  man  who  may  be  called  upon 
to  perform  it,  perchance  under  as  adverse  circumstances  as  in 
the  case  I  desire  to  report ;  and  also  to  encourage  and  urge 
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him  to  operate  before  the  vital  powers  of  either  mother  or 
child  are  endangered  by  unnecessary  delay. 

The  patient  was  under  the  care  of  Dr.  Cotton,  of  Lampton 
Mills,  Ont.  On  Saturday,  May  17th,  the  doctor  telephoned 
me  to  consult  with  him  about  the  patient,  who  had  been  in 
labour  from  the  previous  Thursday  morning.  On  arrival  I 
found  that  the  woman,  M.  G.,  aged  thirty-six,  had  been  in 
labour  as  above  mentioned.  When  ten  years  of  age  had  been 
in  an  infirmary  in  Ireland,  suffering  from  disease  of  spine. 

On  examination  could  not  reach  the  os  with  the  finger, 
the  sacrum  bulged  forward  to  within  less  than  an  inch  of  the 
pubes,  making  it  impossible  to  deliver  her  without  operative 
interference. 

The  movements  of  the  child  had  been  felt  by  the  patient 
up  to  four  hours  previous  to  my  arrival.  The  necessity  for 
immediate  operation  having  been  agreed  upon,  Dr.  Cotton 
sent  out  for  a  nurse,  but  was  unable  to  get  one,  nor  was  he 
able  to  obtain  even  a  neighbour  to  come  to  our  assistance ;  so 
we  had  to  rely  solely  on  the  help  of  the  old  woman  of  the 
house,  or  rather  shanty,  a  charwoman,  fifty-three  years  of  age, 
who  had  never  nursed  anyone  before,  and  I  may  here  men- 
tion that  during  the  after  treatment  she  took  in  and  did  her 
usual  weekly  washing,  which  was  done  in  the  room  adjoining 
that  of  the  patient ;  as  the  house  was  an  old  log  one  over 
fifty  years  old,  containing  only  two  rooms,  that  occupied  by 
the  patient  being  seven  feet  by  thirteen,  and  contained  two 
very  ancient  double  beds,  &c,  leaving  very  little  standing  room; 
The  other,  or  main  room  of  the  house,  in  which  the  operation 
was  performed,  was  the  drawing-room,  dining-room,  kitchen 
and  hen-roost  all  in  one,  and  the  most  difficult  yndertaking  of 
the  whole  proceeding,  without  exception,  was  driving  the 
chickens  out  of  the  house  as  a  preliminary  exercise. 

It  was  with  difficulty  that  sufficient  room  was  obtained  to 
improvise  an  operating  table,  as  the  dimensions  were  only  ten 
feet  by  thirteen  feet,  the  cooking  stove,  with  all  the  etceteras, 
taking  up  nearly  all  the  available  space.  As  boiled  water  is 
the  only  antiseptic  I  indulge  in  in  my  abdominal  work,  the 
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room  was  necessarily  rendered  uncomfortably  hot  in  order  to 
procure  the  supply ;  and  the  said  stove  kept  me  most  uncom- 
fortably hot  during  the  operation,  having  to  be  in  such  close 
proximity  to  it.  I  find  the  natural  warmth  produced  by  the 
generality  of  abdominal  sections  quite  sufficient  without  add- 
ing thereto  by  a  red-hot  stove  in  dangerously  close  proximity 
to  the  tail  of  your  coat 

The  patient  was  placed  on  the  table,  Dr.  Cotton  ad- 
ministered the  anaesthetic,  being  chloroform  one  part  and 
ether  two  parts. 

The  operation  itself  was  quickly  performed,  the  abdomen 
opened,  a  rope  clamp  passed  around  the  uterus  and  tightened, 
the  uterus  quickly  opened,  and  the  child  removed  without 
difficulty,  the  abdomen  packed  around  the  uterus  with  flat 
sponges  to  retain  the  intestines,  and  to  keep  out  the  thickly 
floating  dust  (the  most  copious  article  in  these  ancient 
shanties,  as  they  are  exonerated  from  the  generally  much 
dreaded  spring  and  autumn  house  cleaning  of  the  more 
pretentious  abodes);  the  uterus  was  then  cut  off,  and  a 
staple  clamp  passed  through  the  stump,  a  wire  clamp  was 
placed  round  the  stump  immediately  under  the  staple,  and 
screwed  tight  and  the  rope  clamp  cut  and  removed.  The 
abdominal  wound  was  sewed  closely  round  the  pedicle,  leav- 
ing it  in  the  most  dependent  portion  of  the  opening;  the 
pedicle  was  then  trimmed  and  a  saturated  solution  of  iron 
and  glycerine  applied  over  the  surface,  which  was  then 
covered  with  small  pieces  of  lint,  two  or  three  pads  of  dry 
absorbent  cotton  in  cheese  cloth  and  a  snugly-fitting  three- 
tail  bandage  over  all. 

And  by  way  of  giving  a  pleasant  finish  and  bright  anti- 
cipation to  our  work,  just  before  the  patient  was  carried  back 
to  bed  the  old  woman  went  in  and  gave  the  old  straw  tick  of 
by-gone  ages  a  turn  and  good  thumping.  You  can  fancy 
the  dust  she  raised.    If  possible,  it  was  worse  than  that 

» 

created  in  our  efforts  to  drive  the  chickens  from  the  operat- 
ing room  (as  they  contested  every  inch  of  the  ground),  but 
as  the  pads  and  bandage  were  snugly  in  place,  we  hoped  we 
had  sufficiently  guarded  against  the  last  mishap. 
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The  child  breathed  after  delivery,  but  not  having  anyone 
on  hand  to  take  charge  of  it, "  the  old  woman  not  understand- 
ing what  to  do/'  it  gradually  sank  before  either  Dr.  Cotton 
or  myself  could  devote  our  attention  to  it ;  otherwise,  I  have 
no  doubt  the  child  would  be  alive  and  well  to-day,  as  it  was 
well  developed  in  every  respect. 

I  am  indebted  to  Dr.  Cotton  for  the  history  and  circum- 
stances connected  with  the  case,  as  also  for  the  notes  of  the 
after  treatment  and  the  results.  The  doctor  is  to  be  con- 
gratulated on  the  very  successful  way  he  conducted  the  after 
treatment  with  all  the  odds  against  him,  and  with  no  one 
but  the  old  woman  to  carry  out  his  instructions,  as  I  did  not 
see  the  patient  after  the  operation. 

The  case  book  is  interesting,  in  that  it  shows  the  tempera- 
ture never  rose  above  ioo°,  and  then  only  on  two  occasions. 
The  clamp  came  away  on  the  thirteenth  day.  The  patient 
sat  up  on  the  twenty-first  day.  Was  walking  about  the  house 
on  the  twenty-third  day. 

It  would  be  difficult  to  find  a  parallel  case,  more  un- 
promising at  the  beginning,  yet  more  satisfactory  during 
recovery  and  termination;  and  I  trust  it  will  prove  the 
means  of  giving  courage  to  some  hesitating  man  in  the 
future ;  and  that  one  and  all  will  see  the  necessity  of  early 
operative  interference  in  these  cases ;  that  not  only  may  the 
life  of  the  mother  be  saved,  but  also  that  of  the  child ;  as  the 
physician  is  an  instrument  in  this  world  used,  "  or  ought  to 
be,"  for  the  purpose  of  saving  lives,  and  not  destroying  them 
deliberately,  as  the  man  who  performs  craniotomy  in  the 
present  light  of  knowledge,  is  guilty  of. 

The  Vaginal  Operation  in  Extra-  Uterine  Pregnancy} 

By  Christian  Fenger,  M.D.,  Chicago. 

Introduction. — Having  been  invited  by  the  President  of  the 
Chicago  Gynaecological  Society  to  take  part  in  the  discussion 
upon  the  question  of  the  treatment  of  extra-uterine  pregnancy 

1  Read  before  the  Chicago  Gynaecological  Society,  December  19th,  189a 
VOL.  VII.— NO.  25,  8 
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at  or  near  term,  and  having  for  my  associates  in  the  discussion 
President  himself  and  Professor  Parkes,  I  have  chosen,  as  the 
part  of  the  entire  subject  for  my  consideration,  the  vaginal 
operation,  elytrotomy,  as  applied  to  extra-uterine  pregnancy. 
I  have  made  this  choice  because,  three  years  ago,  I  met  with  a 
case  of  this  kind  and  resorted  to  the  vaginal  method  of  opera- 
tion, because  at  that  time  I  considered  it  to  be  the  one  indi- 
cated under  the  circumstances.  I  shall  first  relate  the  case, 
and  afterwards  bring  the  question  of  this  method  of  operating, 
as  it  now  presents  itself  to  me,  before  the  Society  for  consi- 
deration and  discussion. 

I  am  very  much  indebted  to  Dr.  William  Mackie,  of  Mil- 
waukee, Wisconsin,  for  the  notes  of  the  following  case,  as  well 
as  for  his  extremely  able  management  of  the  after-treatment 
Dangerous  and  troublesome  as  this  always  is,  I  consider  the 
success  due  only  to  his  unremitting  care  and  attention.  The 
case  was  operated  upon  in  Milwaukee  during  the  absence  in 
Europe  of  Dr.  Senn,  who  on  his  departure,  requested  me  to 
operate  on  the  patient. 

J.  R.,  twenty-eight  years  of  age,  unmarried,  had  a  single 
intercourse  (her  voluntary  statement)  in  March,  1886.  A 
month  later  she  experienced  dragging  pains  in  the  right  iliac 
region.  She  menstruated  regularly  until  June,  1886,  after 
which  menstruation  ceased  until  November  25th.  In  June 
she  first  noticed  an  enlargement  on  the  right  side  of  the 
abdomen,  which  gradually  increased  in  size,  the  increase 
being  unaccompanied  by  pain.  In  November  some  haemor- 
rhage appeared,  which  she  supposed  to  be  her  regular  menstrua- 
tion. It  was  not  periodical,  however,  as  a  slight  hemorrhagic 
discharge  persisted  until  the  following  March.  The  amount 
of  haemorrhage  varied,  usually  increasing  after  exercise. 

In  November,  1886,  she  first  consulted  a  physician,  who 
diagnosed  a  fibro-cystic  tumour  and  advised  her  to  enter  a 
hospital.  She  entered  St.  Mary's  Hospital,  Milwaukee,  and 
was  under  treatment  there  until  the  end  of  January,  1887. 
During  this  time  the  vaginal  discharge  resisted  all  treat- 
ment, but  the  tumour  did  not  increase  in  size.  If  there  was 
any  change,  it  seemed  rather  to  decrease. 
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On  January  3 tat,  1887,  she  was  admitted  to  the  Mil- 
waukee Hospital.  On  examination  her  condition  was  found 
to  be  as  follows : — A  tumour  occupied  the  abdomen,  which, 
on  inspection,  appeared  to  be  most  prominent  to  the  left  of 
the  median  line.  On  palpation  the  outlines  of  the  foetus 
could  be  distinctly  felt  through  the  abdominal  parietes.  The 
head  of  the  foetus  lay  in  the  left  iliac  fossa,  and  the  body  was 
inclined  upward  obliquely  to  the  right.  On  vaginal  examina- 
tion the  uterus  was  found  displaced  upward  and  to  the  right. 
Douglas'  fossa  and  the  posterior  lacuna  were  pressed  down- 
ward into  the  vagina,  most  prominently  on  the  left  side, 
where,  through  the  thin  distended  walls,  the  foetal  head  could 
be  felt  and  the  posterior  fontanelle  distinctly  made  out. 
Auscultation  failed  to  detect  any  foetal  heart  sound,  but  the 
placental  souffle  could  be  heard  over  the  abdomen  most  dis- 
tinctly at  a  point  three  inches  below  the  level  of  the  umbilicus 
and  a  little  to  the  left  of  the  median  line. 

The  patient  had  no  idea  that  she  was  pregnant,  and 
denied,  or  would  not  admit,  ever  having  felt  any  foetal  move- 
ments. In  this  respect  the  patient's  statement  may  be  con- 
sidered perfectly  reliable. 

About  the  end  of  February  she  had  an  attack  of  chicken- 
pox.  On  March  2nd  the  vaginal  discharge  ceased,  and  on 
March  6th  the  placental  souffle  was  inaudible. 

On  March  13th,  1887,  the  external  genitals  having  been 
shaved  and  thoroughly  disinfected,  antiseptic  injections  having 
been  applied  to  disinfect  the  vagina,  liquid  diet  and  cathartics 
having  been  given  for  several  days,  together  with  an  enema 
on  the  morning  of  operation,  with  the  able  assistance  of  Dr. 
Mackie,  and  in  the  presence  of  the  members  of  the  German 
Medical  Society  of  Milwaukee,4  I  operated  in  the  following 
manner :  t 

*  Verein  Deutcher  Aerzte  aus  Milwaukee. 

f  Dr.  Bayard  Holmes,  of  Chicago,  accompanied  me  with  some  culture 
substances,  with  a  view  to  the  investigation  of  the  existence  of  microbes 
in  the  foetal  sac  and  the  organs  of  the  foetus.  A  report  of  these  very  care- 
ful and  valuable  investigations  was  read  about  two  years  ago  by  Dr. 
Holmes  before  this  Society. 
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The  umbilical  cord  was  ligated  as  a  precautionary  measure, 
pulsation  being  absent  The  foetal  sac  was  thoroughly  irri- 
gated with  boracic  acid  solution.  Gentle  digital  exploration 
of  the  sac  showed  that  the  placenta  was  attached  high  up  in 
the  left  iliac  fossa,  that  it  was  apparently  of  normal  size,  and 
still  adherent  all  over. 

Two  large  rubber  drainage  tubes,  three  quarters  of  an  inch 
in  diameter,  were  introduced  into  the  cavity  and  surrounded 
by  a  packing  of  sterilized  gauze  thickly  dusted  over  with 
salicylic  acid  to  which  had  been  added  some  tannic  acid. 
The  vagina  was  also  filled  with  this  packing.  The  drainage 
tubes  extended  to  the  introitus  vaginae,  over  which  a  large 
antiseptic  gauze  and  salicylated  cotton  dressing  was  applied. 

At  the  close  of  the  operation  the  patient  was  somewhat 
collapsed,  but  toward  evening  she  rallied.  Pulse  160  and 
feeble;  temperature  100.5°. 

March  14th  to  16th. — Temperature  from  990  to  102.50:  pulse 
108  to  120.  March  16th  the  gauze  tampon  was  removed  from 
the  vagina  and  cyst  The  discharge  had  then  become  foetid. 
The  rubber  drains  were  replaced  by  glass  drainage  tubes. 
Evening  temperature  1030.  After  one  hour  of  irrigation  with 
saturated  solution  of  boracic  acid,  ordered  by  Dr.  Mackie,  the 
temperature  fell  one  degree.  A  similar  irrigation  was  repeated 
every  three  or  four  hours.  On  March  17th  the  discharge  was 
very  foetid  and  sanguinolent,  and  contained  many  shreds  of 
broken-down  tissue. 

March  i$th. — Discharge  coffee-coloured,  containing  much 
placental  debris.  Evening  temperature  1020,  pulse  134.  Al- 
ternate hourly  irrigation  with  boracic  acid  and  two  and  one- 
half  per  cent  carbolic  acid  solution  ordered. 

March '19. — The  urine  was  cloudy  and  of  a  greenish  hue, 
indicating  the  presence  of  carbolic  acid.  After  this  a  two 
per  cent  solution  of  acetate  of  aluminium  was  substituted  for 
the  irrigations  with  carbolic  acid  solution.  On  digital  explo- 
ration Dr.  Mackie  found  that  most  of  the  placenta  was  still 
firmly  adherent 

March  24th,  eleventh  day. — Morning  temperature  normal. 


Summary  of  Gynecology \  including  Obstetrics.     117 


A  small  portion  of  the  placenta  came  away  with  the  irri- 
gating fluid.  March  30th,  seventeenth  day,  the  placenta  was 
found  to  be  free  at  the  margins,  and  Dr.  Mackie  broke  it  up 
with  the  finger  and  completely  removed  it.  The  placenta,  as 
removed,  consisted  of  cedematous  connective  tissue  containing 
numerous  calcareous  particles.  Many  of  the  blood  vessels 
were  also  undergoing  calcareous  degeneration.  On  the  fol- 
lowing, the  eighteenth  day,  all  the  fetid  odour  had  disappeared 
from  the  discharge,  and  a  week  later  the  patient  was  allowed 
to  get  out  of  bed. 

On  May  25th  menstruation  reappeared.  July  14th  the 
patient  was  discharged  from  the  hospital.  On  vaginal  ex- 
amination the  uterus  was  found  to  be  of  normal  size,  but 
firmly  adherent  to  the  left  side  of  the  pelvis. 

The  child  was  a  fully  developed  foetus  at  full  term,  and 
presented  no  further  signs  of  decomposition  than  local  des- 
quamation of  the  epidermis  and  a  slightly  grayish  colour  of 
the  skin,  indicating  beginning  aseptic  maceration.  It  was 
still  in  many  places  covered  with  smegma.  All  the  organs 
were  apparently  of  normal  development.  It  had  no  odour 
whatever,  and,  as  Dr.  Holmes'  bacteriological  investigations 
proved,  was  in  a  perfectly  aseptic  condition. 

The  later  fate  of  the  patient  Dr.  Mackie  has  kindly 
ascertained  for  me,  and  reported  as  follows :  About  the  end 
of  April,  1887,  during  the  convalescence  after  the  operation, 
symptoms  of  commencing  pulmonary  tuberculosis,  an  apex 
catarrh,  were  discovered  by  Dr.  Mackie.  The  disease  pro- 
gressed gradually  into  pulmonary  consumption,  of  which  the 
patient  died  a  year  ago,  that  is,  two  and  a  half  years  after  the 
operation. 

Remarks. — As  to  the  duration  of  pregnancy  before  the 
operation  in  this  case,  it  must  have  varied  between  ten  and 
twelve  months.  If  we  take  the  single  coitus  as  the  point  of 
departure,  the  period  would  be  twelve  months ;  if  we  take 
the  last  regular  menstruation,  it  would  be  ten  months.  As 
no  foetal  heart  sound  was  heard  at  any  time,  it  is  impossible 
to  ascertain  the  exact  time  of  the  death  of  the  foetus.  The  in- 
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dications  of  development  of  the  foetus  to  full  term,  however 
would  make  it  likely  that  death  occurred  in  the  eighth  or 
ninth  month. 

At  the  time  when  I  first  saw  the  patient,  in  January,  1887, 
the  symptoms  were  not  urgent,  and  I  consequently  consid- 
ered that  I  had  the  choice  of  the  time  in  operation.  In  this 
regard  I  resolved  to  follow  the  advice  of  Litzmann,  namely, 
to  postpone  operating  in  cases  where  the  child  is  dead,  and 
where,  consequently,  the  life  of  the  child  does  not  have  to  be 
taken  into  consideration,  until  a  time  when  we  may  be  sure 
of  the  cessation  of  placental  circulation.  As  to  this  question, 
it  was  necessary  to  take  into  consideration  how  long  after  the 
death  of  the  foetus  we  might  expect  the  placental  circulation 
to  continue.  Werth  gives  this  time  as  ten  to  twelve  weeks ; 
Litzmann,  as  five  to  six  months.  Schroeder  saw  a  case  in 
which  there  was  haemorrhage  from  the  placenta  in  an  opera- 
tion performed  nine  weeks  after  the  death  of  the  foetus. 

As  in  my  case  it  was  impossible  to  know  the  exact  time 
of  the  death  of  the  foetus,  and  as  there  was  a  symptom  present 
— namely,  the  placental  souffle — which  I  cousidered  indi- 
cative of  placental  circulation,  I  resolved  to  wait  until  this 
bruit  had  ceased,  and  operate  a  week  later.  As  seen  from 
the  history,  there  was  a  slight  haemorrhage  at  the  time  of  the 
spontaneous  detachment  of  the  placenta.  The  placental 
circulation,  as  indicated  by  the  souffle,  lasted  for  at  least  five 
weeks  after  the  death  of  the  foetus.  The  operation  was  thus 
performed  one  week  after  the  supposed  cessation  of  foetal 
circulation,  at  a  period  when  as  yet  no  symptoms  of  fermenta- 
tive intoxication  or  sepsis  had  appeared. 

There  is  one  other  feature  in  the  symptoms  of  the  case  to 
which  I  wish  to  call  attention — the  fact  that  the  patient  was 
a  young  primipara.  It  is  usually  stated  that  we  most  com- 
monly meet  with  extra-uterine  pregnancy  either  in  old  primi- 
parae  or  in  multiparae  where  a  long  period  of  sterility  has 
elapsed  after  the  birth  of  the  last  child — five  to  ten  years  or 
more.  The  patients  then  unexpectedly  recognize  the  symp- 
toms of  pregnancy  from  the  experience  of  former  years,  or 
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find  the  symptoms  of  the  present  condition  so  different  that 
they  hardly  believe  in  the  possibility  of  pregnancy.  The  dif- 
ficulty of  an  early  diagnosis  is  naturally  much  greater  in 
primiparae. 

I  will  briefly  mention  in  this  place  another  case  of  extra- 
uterine pregnancy  in  a  young  primipara,  which  I  have  re- 
cently seen  :  Mrs.  R.  S.,  of  Chicago,  twenty-six  years  of  age, 
always  in  good  health.    She  menstruated  first  at  thirteen,  and 
was  always  regular,  and  continued  so  after  her  marriage  four 
years  ago.    She  had  never  been  pregnant.    In  February,  1 890, 
menstruation  ceased.    About  the  middle  of  March  she  had 
an  attack  of  pain  low  down  in  the  pelvis  which  lasted  a  few 
days.    In  April  a  similar  attack  of  pain  in  the  region  of 
Douglas'  fossa  (involuntary  statement  by  the  patient  during 
exploration),  was  accompanied  by  the  passage  of  what  she 
considered  to  be  a  clot  of  blood,  by  pain  and  vomiting,  which 
confined  her  to  bed  for  a  week.    In  May  she  went  into  the 
country.    At  this  time  the  abdomen  had  already  commenced 
to  enlarge.    In  June  she  had  a  severe  attack  of  abdominal 
pain  and  vomiting,  which  confined  her  to  her  bed  and  room  for 
several  weeks.    After  this  time  the  abdomen  grew  larger  and 
foetal  movements  were  felt  almost  daily.    In  September  an 
almost  constant  bloody  discharge  occurred  from  the  uterus. 
In  November  normal  labour  was  expected,  and  by  the  end  of 
the  month  labour  pains  came  on,  but  ceased  after  about  a 
week.    Examination  in  narcosis  revealed  a  condition  which 
led  to  the  diagnosis  of  extra-uterine  pregnancy,  and  expectant 
treatment  was  advised. 

I  was  called  in  by  the  patient  to  verify  the  diagnosis, 
and  found  the  following  condition :  Patient  healthy,  well 
nourished,  with  pigmented  areolae  in  the  well-developed 
mammae ;  colostrum  could  be  pressed  out  of  both  nipples. 
The  abdomen  was  un-uniformly  enlarged,  a  round  promin- 
ence being  seen  below  and  to  the  right  of  the  umbilicus,  ex- 
tending from  this  point  downward  and  to  the  left,  filling  both 
iliac  fossae,  the  left  iliac  fossa  being  much  less  prominent  than 
the  right  umbilical  region.  The  linea  alba  was  dark  brown 
from  pigmentation. 
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The  tumour  was  semi-solid,  elastic,  non-fluctuating.  No 
foetal  heart  sound  could  be  heard,  but  a  distinct  placental 
bruit  or  souffle  could  be  heard  in  a  round  area,  four  inches  in 
diameter,  from  an  inch  below  the  umbilicus  towards  the 
symphysis,  the  larger  half  of  the  area  being  situated  to  the 
left  of  the  median  line.  No  bruit  was  heard  over  the  re- 
mainder of  the  tumour. 

Vaginal  exploration  showed  the  vaginal  walls  to  be  soft, 
the  vaginal  portion  of  the  uterus  high  up,  pushed  forward 
behind  and  somewhat  to  the  left  of  the  symphysis,  soft  and 
voluminous.  The  foetal  head  could  be  felt  in  Douglas'  cul-de- 
sac  as  a  solid  round  tumour,  not  very  deep  down  in  the  pelvis, 
and  somewhat  moveable  when  pressure  was  made  with  the 
other  hand  over  the  abdomen.  The  patient  states  that  from 
the  time  of  the  examination  under  anaesthesia,  five  weeks  ago, 
foetal  movements  ceased  entirely  and  the  abdominal  tumour 
noticeably  decreased  in  size. 

Diagnosis. — Extra-uterine  pregnancy ;  death  of  child  five 
weeks  ago;  absorption  of  amniotic  fluid.  Position  of  child: 
Head  in  left  iliac  fossa,  face  towards  the  sacrum ;  dorsal  side 
of  child  towards  the  abdominal  wall;  breech  in  right  iliac 
fossa,  near  the  umbilicus,  below  and  to  the  right  of  the  latter. 
Placenta  attached  to  anterior  abdominal  wall  below  the  um- 
bilicus. Pulse  80,  evening  temperature  ioo°.  I  advised,  as 
the  placental  circulation  was  yet  present,  as  evidenced  by  the 
distinct  souffle,  and  as  the  child  was  dead,  to  wait  until  the 
cessation  of  placental  circulation  before  abdominal  section, 
unless  in  the  meantime  alarming  symptoms  should  occur. 

The  course  of  the  case  first  reported  after  the  operation 
was  by  no  means  peaceful,  as  symptoms  of  severe  sepsis,  from 
which  the  patient  barely  escaped  with  her  life,  made  recovery 
uncertain  for  some  time  and  necessitated  energetic  antiseptic 
irrigation  to  such  an  extent  as  to  make  the  after-treatment  an 
exceedingly  trying  task. 

I  call  especial  attention  to  this  point,  as  I  consider  it  one 
of  the  great  drawbacks  inherent  to  the  vaginal  operation. 

Remarks. — In  the  following  remarks  I  shall  endeavour  to 
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review,  as  far  as  the  literature  at  my  disposal  enables  me,  the 
question  of  the  indications  for,  and  the  advisability  of,  the 
vaginal  operation  in  extra-uterine  pregnancy,  and  its  relation 
to  laparatomy  for  the  same  condition. 

I.  Anatomical  Conditions  Calling  for  or  Making  Possible 
the  Vaginal  Operation. — The  vaginal  operation  is  to  be  con- 
sidered only  when  the  sac  or  foetus  is  located  so  deeply  in  the 
recto-uterine  fossa  that  it  pushes  the  walls  of  this  region 
downward  so  as  to  form  a  prominent  tumour  in  the  posterior 
wall  of  the  vagina.  Further,  as  stated  by  Herman,  through 
this  vaginal  wall,  made  thin  by  pressure  atrophy,  the  head 
of  the  foetus,  which  can  be  recognised  by  the  sutures  and  fon- 
tanelles,  the  breech  or  the  feet  should  be  felt,  so  as  to  make 
extraction  possible  without  turning.  If  the  softness  of  the 
protruding  tumour  in  this  place  makes  it  likely  that  the 
placenta  is  here  attached  and  placed  between  the  vaginal  wall 
and  the  foetus,  the  vaginal  operation  should  not  be  done 
because  of  the  danger  of  haemorrhage  when  the  incision  is 
made  through  the  placenta. 

II.  Frequency  of  this  Location  of  the  Festal  Sac. — It  is  gen- 
erally stated  to  be  a  rare  occurrence.  If  we  look  at  nature's 
way  of  expelling  an  extra-uterine  foetus,  or  the  spontaneous 
evacuation  when  left  to  take  its  course,  we  might  be  deceived. 
An  extra-uterine  foetal  sac  when  the  seat  of  suppuration — that 
is,  when  it  has  become  an  abscess — will  travel  on  its  way  to 
spontaneous  opening  in  the  direction  of  least  resistance.  The 
intestinal  wall  is  the  place  of  least  resistance ;  thus  elimina- 
tion through  the  rectum  is  common. 

Hecker  (Bandl)  found  the  foetus  expelled  through  the  rec- 
tum in  twenty-eight  out  of  one  hundred  and  thirty-two — that 
is,  in  twenty  per  cent  of  extra-uterine  pregnancies.  This  fre- 
quency, however,  does  not  indicate  that  the  sac  was  always 
located  deep  down  in  Douglas'  fossa,  as  the  opening  into  the 
intestinal  canal  might  be  located  high  up  above  the  rectum 
in  almost  any  part  of  the  tract. 

It  is  more  safe  to  draw  conclusions  from  the  frequency  of 
spontaneous  opening  into  the  vagina  or  from  the  number  of 
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vaginal  operations  on  record.  The  frequency  of  vaginal  ope- 
rations is  given  by  Hecker  as  three  out  of  twenty-six,  by  T. 
Gaillard  Thomas  as  three  out  of  thirty ;  that  is,  respectively, 
in  twelve  and  ten  per  cent  of  the  cases. 

Spontaneous  evacuation  through  the  vagina  is  rare. 
Ernest  Herman,  in  his  most  excellent  and  scholarly  paper  on 
the  subject  of  the  vaginal  operation,  read  in  the  Obstetrical 
Society  of  London  in  1887,  was  able  to  collect  from  the  liter- 
ature only  four  cases  (Schmitt,  Santini,  Charleton,  and  Lusk). 
To  this  may  be  added  a  case  reported  by  Werth,  making, 
up  to  date,  five  cases  in  all. 

An  abscess  cavity  low  down  in  Douglas'  fossa  is  likely  to 
open  into  the  rectum,  as  is  so  well  known  from  hematoceles 
and  peri-uterine  abscesses.  Perforations  low  down  in  the  rec- 
tum have  been  recently  reported  by  Tuttle,  of  New  York,  and 
Autoriello,  of  Naples,  in  which  the  foetal  sac  could  easily  be 
explored  and  treated  through  the  opening  in  the  rectum 
immediately  above  the  anus. 

From  the  above  considerations  we  may  conclude  that  in 
about  ten  per  cent  of  the  cases  of  extra-uterine  pregnancy  the 
location  is  so  low  down  as  to  make  a  vaginal  operation 
possible. 

III.  Prognosis  of  the  Vaginal  Operation. — About  fifty 
years  ago  Campbell  stated  that  elytrotomy  gave  a  better 
prognosis  for  the  mother  than  laparotomy. '  In  nine  cases  of 
vaginal  operation  there  were  five  living  mothers  and  four 
living  children,  a  maternal  mortality  of  forty-four  per  cent 
At  this  time  laparotomy  with  living  or  recently  dead  children 
had  a  maternal  mortality  of  one  hundred  per  cent,  as  in  the 
nine  cases  cited  by  Campbell  all  the  mothers  died. 

We  shall  now  consider  for  a  moment  the  respective  mor- 
tality of  the  two  operations  as  they  have  developed  from  that 
time  until  now.  Laparotomy,  with  a  mortality  of  one  hun- 
dred per  cent,  in  1841  (Campbell),  will  be  shown  to  have  pro- 
gressively a  much  better  prognosis  the  nearer  we  come  to  the 
present  time.  In  1880  Litzmann  gave  a  series  of  forty-three 
cases  with  twenty-three  maternal  deaths,  a  mortality  of  fifty- 
three  per  cent.     His  statistics  in  detail  are:    Ten  laparoto- 


Summary  of  Gynecology \  including  Obstetrics.     1 23 

raies  with  living  children,  nine  deaths,  or  ninety  per  cent; 
thirty-three  laparotomies  with  dead  children,  of  which  ten 
were  performed  one  to  five  weeks  after  the  death  of  the 
child,  with  eight  deaths,  or  eighty  per  cent,  and  twenty-three 
performed  from  six  weeks  to  a  year  after  the  death  of  the 
child,  with  only  six  deaths,  or  twenty-six  per  cent. 

The  low  mortality  of  the  last  series  caused  Litzmann  to 
advise  earnestly  against  operation  late  in  pregnancy,  after  the 
death  of  the  child,  until  a  sufficient  time  had  elapsed  to  insure 
cessation  of  the  placental  circulation,  provided  that  no  urgent 
symptoms,  suppuration  or  peritonitis,  made  immediate  action 
imperative. 

In  1889  Leopold  Meyer,  of  Copenhagen,  in  his  most  ex- 
cellent annual  compilation  and  summary,  collected  from  the 
literature  the  operations  of  the  previous  year,  1888,  twenty- 
four  laparotomies  with  eight  maternal  deaths  or  thirty-three 
per  cent.  The  same  author  in  his  summary  in  1890  gives 
the  laparotomies  for  1889  as  thirty-five,  with  six  maternal 
deaths;  that  is,  a  mortality  from  all  laparotomies  late  in 
pregnancy  of  only  seventeen  per  cent. 

It  will  thus  be  seen  that  laparotomy  for  extra-uterine 
pregnancy  at  or  near  term,  irrespective  of  the  condition  of 
the  placenta  and  child,  has  had  the  enormous  decrease  in 
maternal  mortality  from  about  one  hundred  per  cent,  in  1841 
to  seventeen  per  cent  in  1889.  This  is  in  conformity  with 
the  modern  prognosis  of  laparotomy  for  other  causes,  and 
is,  of  course,  due  almost  entirely  to  asepsis  in  the  operation 
and  after-treatment,  to  better  technique,  and  to  clearer  indi- 
cations for  the  operation. 

If  we  look  for  similar  progress  in  the  prognosis  of  the 
vaginal  operation,  we  will  find  a  vast  difference  between  the 
latter  and  laparotomy.  In  1887  Herman  collected  from  the 
entire  literature  twelve  operations  in  which  the  child  was 
developed  to  full  term,  with  seven  maternal  deaths,  or  fifty- 
eight  per  cent*     To  these  twelve  cases  I  have  added  one 

*  I  eliminate  from  this  consideration  the  cases  in  which  the  foetus  had 
died  at  or  before  six  months,  as  the  delivery  of  a  small  foetus  is  easier, 
and  consequently  less  dangerous,  than  that  of  a  full-grown  child. 
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published  by  Godson  and  my  own  case,  in  both  of  which  the 
mother  recovered.  This  makes  in  all  fourteen  cases  with 
seven  deaths,  a  mortality  of  fifty  per  cent,  in  cases  uncom- 
plicated by  any  perforation  of  the  foetal  sac. 

In  cases  in  which  spontaneous  perforation  had  taken 
place  into  the  vagina  or  rectum,  and  this  condition  necessi- 
tated immediate  vaginal  operation,  the  prognosis,  as  might  be 
expected,  was  aggravated  by  septic  invasion  into  the  sac.  In 
four  cases  collected  by  Herman  three  mothers  died.  In  a 
case  reported  by  Charles,  of  Lifege,  where  perforation  into 
the  intestines  had  taken  place,  the  mother  died.  This 
makes  a  total  of  five  cases  with  four  maternal  deaths,  a  mor- 
tality of  eighty  per  cent. 

We  will,  in  conclusion,  exclude  the  last-named  class  of 
cases  from  the  comparative  prognosis  between  the  vaginal 
operation  and  laparotomy. 

It  will  thus  be  seen  that  the  vaginal  operation,  even  at 
this  date,  has  a  mortality  of  nearly  fifty  per  cent,  laparotomy 
a  mortality  of  seventeen  per  cent.  These  statistics  speak 
strongly  in  favour  of  the  substitution  of  laparotomy  for  the 
vaginal  operation  in  all  cases. 

IV.  Dangers  of  the  Vaginal  Operation,  (i.)  Hemorrhage. 
— In  operating  through  the  vagina  for  any  disease  in  the 
pelvic  organs,  there  is  always  considerable  difficulty  in 
controlling  haemorrhage,  because  the  field  of  operation  is 
narrow  and  it  is  difficult,  or  even  impossible,  to  secure 
bleeding  vessels  if  they  cannot  be  brought  down  into  easy 
reach  near  the  introitus  of  the  vagina. 

In  extra-uterine  pregnancy  where  the  placenta  is  the  source 
of  haemorrhage,  it  is  entirely  out  of  reach  in  the  vaginal  opera- 
tion, and  any  attempt  at  local  arrest  of  haemorrhage  is  there- 
fore impossible.  Severe  haemorrhage  was  noted  in  four  out 
of  the  fourteen  cases,  and  was  the  immediate  cause  of  death 
in  two  cases  (Rupin  and  Lawson  Tait).  In  three  cases  the 
placenta  was  removed  during  the  operation  (Lawson  Tait, 
Bandl,  Mathiesen).  In  one  case  (Rupin)  the  placenta  was 
left  intact.    In  the  remaining  ten  cases  there  was  only  slight 
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or  unimportant  haemorrhage.  In  nine  of  these  cases  the 
placenta  was  not  touched,  and  in  one  of  these  (Chauvenet)  it 
never  came  away.  In  the  tenth  case  (Agnew)  it  lay  loose  in 
the  cavity  and  was  readily  extracted. 

Thus  it  is  advisable,  in  the  vaginal  operation,  that  the 
placenta  should  be  left  as  far  as  possible  undisturbed,  to  come 
away  by  spontaneous  detachment,  as  Litzmann  has  advised  in 
the  abdominal  operation. 

Haemorrhage  from  the  placenta  is,  as  we  should  expect, 
often  seen  when  the  vaginal  operation  has  been  performed  in 
the  early  stages  of  pregnancy.  From  Herman's  statistics  we 
find  three  vaginal  operations  before  rupture  of  the  sac 
(Thomas,  Harrison,  O'Hara),  with  two  recoveries  and  one 
death.  In  one  of  these  cases  (Thomas)  severe  haemorrhage 
was  brought  on  by  traction  on  the  cord.  In  O'Hara's  case 
the  placenta  was  divided  by  an  incision  and  peeled  out  with- 
out much  haemorrhage. 

In  four  operations  soon  after  rupture  of  the  sac  (Simpson, 
Lewers,  Goelet — cited  from  Herman — Bernays),  with  four 
recoveries,  there  was  severe  haemorrhage  in  two  cases  (Simpson 
and  Lewers).  In  the  latter  case  an  attempt  was  made  to 
remove  the  placenta  ten  days  after  the  operation,  which 
brought  on  severe  haemorrhage.  In  two  of  these  four  cases 
the  placenta  was  removed  without  haemorrhage. 

(2.)  Retention  of  the  placenta  is  likely  to  cause  intoxication 
from  decomposition.  It  is  therefore  important  to  know 
when  we  may  expect  the  placenta  to  come  away.  In  the 
cases  recorded  the  placenta  came  away  on  the  second  day  in 
one  case  (Hancock),  on  the  sixth  day  in  one  case  (Godson),  on 
the  sixteenth  day  in  one  case  (Herman),  and  on  the  seven- 
teenth day  in  one  case,  my  own.  In  the  two  latter  cases  the 
decomposing  placenta  caused  considerable  intoxication  and 
foetid  discharge,  the  fcetor  ceasing  promptly  after  the  sponta- 
neous removal  of  the  placenta. 

(3)  Delivery  of  the  child  through  the  vaginal  opening  is 
often  difficult  and  sometimes  impossible  in  cases  near,  at,  or 
after  full  term.    To  the  fourteen  cases  cited  we  must  add 
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three  cases  in  Herman's  series  in  which  spontaneous  opening 
had  taken  place,  and  deduct  the  cases  of  Lusk,  Edis,  Caignan, 
and  Rupin,  because  the  foetus  died  in  these  cases  at  about  the 
sixth  month,  making  extraction  easy,  making  a  total  of  thir- 
teen cases  with  full-grown  children  to  be  considered,  as 
follows : 

(a)  Delivery  was  impossible  in  two  cases,  and  the  patients 
died  with  the  children  in  the  sacs  (Smith).  Charleton  turned, 
but  was  unable  to  deliver  the  child. 

(b)  Craniotomy  or  Cephalotripsy  was  necessary  in  four 
cases  (Norman,  Herman,  Godson,  and  my  own),  with  two  re- 
coveries and  two  deaths  (in  Godson's  case  the  thorax  was  also 
perforated). 

(c)  Delivery  by  turning  is  especially  dangerous  in  extra- 
uterine pregnancy,  as  the  sac  walls  are  so  thin  that  they 
will  almost  always  rupture  during  the  manipulations.  In 
the  two  cases  reported  (Santini  and  Bandl)  both  mothers 
died. 

(d)  Forceps  delivery.  Three  cases  are  reported  (King 
Hancock,  and  Mathiesen),  all  of  which  recovered. 

(e)  Delivery  by  simple  extraction.  In  only  three  cases  was 
delivery  by  extraction  easy :  Chauvenet,  whose  patient  lived ; 
Lawson  Tait,  whose  patient  died  from  haemorrhage;  and 
Agnew,  whose  patient  is  reported  to  have  died  from  poisoning 
by  permanganate  of  potassium. 

It  will  thus  be  seen  that  the  delivery  of  the  child  developed 
to  full  term,  through  a  vaginal  incision,  was  easy  only  in  three 
cases,  and  that  more  or  less  difficulty  was  present  in  eleven 
cases.  The  difficulty  of  delivery  would  be  a  strong  argument 
against  the  vaginal  operation,  especially  against  turning,  which 
is  probably  always  fatal,  as  Herman  has  pointed  out  We 
should  agree  with  Herman's  seventh  conclusion,  that  if  the 
child  cannot  be  delivered  by  the  vagina  without  being  turned 
— that  is,  when  the  head,  breech,  or  feet  do  not  present — 
vaginal  section  is  absolutely  contra-indicated. 

(4)  Sepsis.  It  is  probably  absolutely  impossible  to  keep  a 
foetal  sac  which  communicates  with  the  vagina  free  from  sep- 
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sis  by  any  surgical  precautions  as  yet  known.  Drainage, 
combined  with  packing  with  gauze  impregnated  by  iodoform 
or  salicylic  acid,  or  a  mixture  of  salicylic  and  tannic  acid 
(Werth),  has  proved  utterly  insufficient  to  secure  an  aseptic 
course.  Although  sepsis  was  not  mentioned  in  all  the  cases 
of  unruptured  sac,  we  find  that  in  five  (Hancock,  Mathiesen, 
Godson,  Herman,  and  my  own)  of  the  seven  cases  which 
recovered,  frequent  daily  or  even  hourly  irrigations  with  anti- 
septic fluids,  such  as  Condy's  fluid,  iodine  water,  carbolic  acid 
solution,  and  boracic  acid,  were  resorted  to,  thus  indicating 
strongly  that  a  more  or  less  grave  sepsis  was  present 

In  the  seven  cases  of  death  there  were  two  from  peritonitis 
(Bandl  and  Norman) ;  two  from  sepsis  (Edis  and  Caignan) ; 
and  in  the  remaining  three  cases  in  which  death  occurred 
from  haemorrhage  or  poisoning,  sepsis  is,  of  course,  not  ex- 
cluded. 

In  the  rare  instances  where  there  is  no  sac,  and  the  foetus 
consequently  lies  freely  moveable  among  the  intestines — as  in 
King's  case,  which  recovered,  and  in  which  the  intestines  pro- 
truded on  the  third  day ;  and  in  Lawson  Tait's  case,  which 
died  from  haemorrhage,  and  in  which  the  intestines  protruded 
immediately  after  extraction  of  the  foetus — it  is  possible  that 
we  would  meet  with  similarly  favourable  circumstances  for 
the  immediate  closure  of  the  abdominal  cavity,  as  we  find 
after  vaginal  extirpation  of  the  uterus,  when  a  simple  iodo- 
form gauze  drain  is  sufficient  to  procure  an  aseptic  course 
from  the  immediate  closure  of  the  abdominal  cavity.  This, 
however,  is  a  rare  condition,  and  in  a  great  majority  of  cases 
we  have  to  deal  with  the  foetal  sac,  which  must  necessarily  be 
infected  through  the  vaginal  opening,  and  the  patient  thereby 
exposed  to  an  intoxication  or  sepsis  which  is  beyond  control 
and  the  outcome  of  which  is  at  least  uncertain. 

V.  Vaginal  Operation*  for  Suppurating  Postal  Cavities. — 
When  the  foetal  sac  has  been  transformed  by  suppuration  into 
an  abscess  cavity,  and  disintegration  of  the  soft  parts  of  the 
foetus  has  partially  or  entirely  destroyed  them,  leaving  finally 
only  the  bones,  the  conditions  are  much  more  favourable,  and 
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the  treatment  has  the  same  indication  and  prognosis  as  in 
abscess  cavities  in  the  small  pelvis  of  any  other  origin. 

In  eleven  cases  cited  by  Herman  there  were  nine  reco- 
veries and  only  two  deaths.  In  this  class  of  cases  the  vaginal 
operation  is  strongly  indicated  and  is  preferable  to  laparo- 
tomy. Where  the  abscess  presents  in  the  posterior  cul-de-sac 
there  is,  comparatively  speaking,  no  difficulty  in  delivering 
through  a  small  vaginal  opening,  and  no  danger  of  infection 
to  the  peritoneal  cavity,  which  might  easily  be  exposed  to 
sepsis  by  a  laparotomy  for  this  condition. 

Vaginal  operation  early  in  pregnancy,  although  not  in- 
cluded in  the  consideration  of  this  discussion,  I  shall  mention 
in  a  very  few  words.  It  is  to-day  uniformly  condemned  by 
all  authorities.  Herman  has  collected  six  cases,  to  which 
may  be  added  a  case  reported  by  Bernays,  making  seven  in 
all.  Three  of  these  were  operated  upon  before  rupture  of  the 
foetal  sac,  with  two  recoveries  and  one  death ;  and  four  ope- 
rated upon  at  the  time  of,  or  soon  after,  rupture,  all  of  which 
recovered  Although  the  mortality  in  these  cases  was  only 
fourteen  per  cent,  dangerous  symptoms  of  sepsis,  requiring 
frequent  antiseptic  irrigation,  were  present  in  five  of  the  seven 
cases  (Thomas,  Harrison,  O'Hara,  Goelet,  and  Bernays),  in 
one  of  which  (O'Hara's)  fatal  peritonitis  occurred. 

However,  a  retro-uterine  hematocele  may  have  had  its 
origin  in  the  rupture  of  a  foetal  sac,  and  a  vaginal  incision  has 
in  a  few  cases  revealed  a  small  foetus  as  the  proof  of  such  an 
origin.  In  an  instance  of  this  kind  in  which  a  thorough  diag- 
nosis cannot  be  made,  the  vaginal  incision  is  to  be  regarded 
as  being  made  for  a  retro-uterine  hematocele  rather  than  for 
an  extra-uterine  pregnancy. 

In  all  cases  where  a  diagnosis  of  extra  uterine  gestation 
early  in  pregnancy  can  be  made  before  the  time  of  rupture  of 
the  sac,  the  vaginal  operation  should  never  be  resorted  to,  in- 
asmuch as  total  extirpation  of  the  foetal  sac  and  tube  cannot 
be  accomplished  by  vaginal  incision.  When  the  diagnosis  is 
made  after  rupture  of  the  sac,  and  operation  becomes  neces- 
sary, the  vaginal  operation  is  also  out  of  the  question,  for 
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the  following  two  reasons :  The  seat  of  haemorrhage,  the 
ruptured  Fallopian  tube,  cannot  be  reached  and  treated 
properly,  nor  can  the  accumulated  blood  in  the  abdominal 
cavity  be  properly  evacuated.  Thus  haemorrhage  and  sepsis 
cannot  be  guarded  against  Abdominal  section  is  in  such 
cases  the  only  rational  and  safe  way  of  operating,  as  all  the 
necessary  indications  can  be  complied  with  by  this  method. 

To  return  to  the  subject  of  to-night,  *  The  Anatomy  and 
Treatment  of  Extra-uterine  Pregnancy  at  or  near  Term,"  I 
desire  to  present  in  regard  to  the  vaginal  operation  the  fol- 
lowing 

Conclusions. 

1.  In  cases  where  the  foetal  cavity  is  still  aseptic,  the 
vaginal  operation  exposes  the  patient  to  danger  of  sepsis  in 

.  the  foetal  sac,  which  cannot  be  guarded  against.  Abdominal 
section  gives  far  better  means  of  protection  against  septic 
infection. 

2.  Haemorrhage  from  the  placenta  cannot  be  controlled 
by  the  vaginal  operation.  By  abdominal  section,  on  the 
other  hand,  ligation  of  the  internal  spermatic  and  uterine 
arteries,  as  devised  by  Olshausen,  can  be  accomplished  as  a 
means  of  checking  haemorrhage  from  the  site  of  a  removed 
placenta  in  the  territory  supplied  by  these  vessels.  Abdomi- 
nal section  further  permits  of  ligature  en  masse  of  the  bleed- 
ing portions  when  the  placenta  has  been  divided  at  the  place 
of  incision. 

3.  Delivery  of  the  .child  at  full  term  is  usually  difficult, 
and  thus  dangerous  to  the  mother,  by  the  vaginal  operation, 
but  easy  by  the  abdominal  operation. 

4.  If  the  fate  of  the  child  is  to  be  considered,  the  vaginal 
operation  must  be  abandoned  and  replaced  by  abdominal 
section. 

5.  When  suppuration  has  set  in  in  an  extra-uterine  preg- 
nancy presenting  low  down  in  the  small  pelvis,  and  the 
placental  circulation  has  ceased,  the  vaginal  operation  may 
be  considered  in  comparison  with  the  abdominal  operation. 
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6.  The  vaginal  operation  is  strongly  indicated  in  old  sup- 
purating foetal  sacs,  with  disintegrated  foetus  presenting  in 
the  vagina.  * 

Final  Remarks. — The  vaginal  operation  is  condemned  by 
a  number  of  modern  authors,  among  whom  may  be  mentioned 
Werth,  Olshausen,  Lawson  Tait,  Thornton,  and  others.  At 
the  Gynaecological  Congress  at  Freiburg  in  June,  1889, 
Olshausen  condemned  the  vaginal  operation,  as  well  as 
drainage  into  the  vagina  after  laparotomy  in  such  cases. 

As  an  advocate  of  the  vaginal  operation  Landau  stands 
isolated.  He  stated  that  he  had  performed  thirteen  vaginal 
operations  and  lost  only  one  mother.  As  his  cases  have  not 
been  published  in  detail,  this  material  is  not  available  for 
consideration  here,  and  can  have  no  influence  on  the  con- 
clusions above  stated. 
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NOTES. 

A  meeting  of  the  local  Committee  for  the  British  Gynaecological 
Society  was  held  in  the  Council  Chamber  of  the  College  of  Medi- 
cine, Newcastle-upon-Tyne,  on  April  nth,  1891,  to  arrange  for  the 
meeting  of  the  Society  in  Newcastle ;  Dr.  Fancourt  Barnes  in  the 
chair.  Present : — Professors  Philipson  and  Oliver,  Dr.  Drummond, 
Dr.  Murphy,  Mr.  Page,  Mr.  Williamson,  Mr.  Dodd,  Mr.  Morison, 
Dr.  Mearns,  Dr.  Crease,  Dr.  Smith,  Dr.  Bramwell  and  R.  C 
Benington,  General  Local  Secretary. 

The  Secretary  read  the  minutes  of  the  Council  meeting  held  in 
London  on  April  4th,  which  arranged  (1)  That  a  meeting  should  be 
held  in  Newcastle  on  June  18th  and  19th ;  (2)  appointing  Dr. 
Benington  General  Local  Secretary;  (3)  that  the  subject  for  dis- 
cussion should  be  "  The  Surgical  Treatment  of  Diseased  Uterine 
Appendages,"  and  should  be  opened  by  Mr.  Rutherford  Morison, 
F.R.C.S.  These  resolutions  were  carried  unanimously.  He  then 
read  a  list  of  Fellows  who  had  already  signified  their  intention  of 
being  present 

It  was  agreed  that  specimens,  as  such,  should  not  be  shown,  but 
that  any  one  should  be  allowed  to  show  specimens  in  illustration  of 
a  paper  or  discussion. 

It  was  further  arranged  that  a  dinner  be  held  on  the  evening 
of  Thursday,  June  18th. 

The  following  Fellows  of  the  Society  had  intimated  their  inten- 
tion of  taking  part : — Messrs.  Auvard  and  Pozzi,  Paris ;  W.  Alexan- 
der, Liverpool ;  Robt.  Barnes,  Fancourt  Barnes,  Bantock,  London ; 
Bell,  Glasgow;  Dolan,  Halifax;  Vincent  Dickinson,  Edis,  Grigg, 
London;  Haultain,  Edinburgh;  Bowreman  Jessett,  J.  A.  Mansell- 
Moullin,  Leith  Napier,  London;  Mayo  Robson,  Leeds;  H.  A. 
Reeves,  C.  H.  F.  Routh,  London ;  Dunnett  Spanton,  Hanley  ;  T. 
Savage,  Birmingham;  Heywood  Smith,  London;  Lawson  Tait, 
Birmingham ;  J.  H.  Thompson,  Rome ;  and  J.  W.  Taylor,  Birming- 
ham. 

The  following   papers  were    promised: — Auvard,    on    "Some 
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Points  in  the  Treatment  of  Endometritis;"  Professor  Oliver,  on 
"Puerperal  Septicaemia;"  Mayo  Robson,  M Remarks  on  the  Diag- 
nosis of  Several  Abdominal  Tumours  supposed  to  be  Ovarian ; " 
Jas.  Murphy,  "  The  Influence  of  Surgery  on  Gynaecology ;  *  Dr. 
Hern,  "  A  few  Notes  of  Cases  illustrating  Symptoms  removed  by 
Correcting  Uterine  Misplacements  (chiefly  Anteflexion) ; "  Geo.  W. 
Johnstone,  "  Retroversion  of  the  Gravid  Uterus."  Communications 
are  also  promised  from  Thompson,  Rome ;  Bigelow,  Boston, 
U.S.A. ;  Fredk.  Page  and  Benington,  Newcastle ;  Dr.  Smyly,  "  On 
Two  Cases  of  Faecal  Fistula ; "  and  Mr.  A.  E.  Morison,  "  On  a  Case 
of  Vaginal  Hysterectomy." 

After  the  meetings  an  excursion  will  probably  be  arranged  for 
Saturday,  the  20th,  to  the  interesting  and  well-known  Roman 
remains  and  Northumberland  Lakes,  and  we  have  great  pleasure  in 
announcing  that  Dr.  William  Murray  has  kindly  offered  to  entertain 
a  large  party  at  Swinbourne  Castle,  his  country  seat,  in  the  after- 
noon. 


The  First  Provincial  Meeting  of  the  British  Gynaecological 
Society  has  been  arranged  to  be  held  at  Newcastle-on-Tyne,  on  June 
1 8th  and  19th.  Dr.  Robert  Barnes,  the  Honorary  President  of  the 
Society,  has  undertaken,  at  the  request  of  the  President  (Dr.  Grigg), 
to  preside  at  the  meetings.  A  most  influential  and  representative 
local  committee  has  been  formed  to  ensure  the  meeting  being  a 
complete  success.  It  will  be  seen  that  it  comprises  the  leading 
professors  of  medicine  and  surgery  in  the  School  of  ftfedicine  of 
Newcastle,  as  well  as  the  medical  and  surgical  staff  of  the  Infirmary. 
In  addition  to  this,  nearly  every  practitioner  of  repute  in  Newcastle 
and  its  neighbourhood  has  joined  the  committee. 

The  list  is  as  follows: — Prof.  G.  Hare  Philipson,  M.D.,  M.A., 
D.C.L.,  F.R.CP. ;  Charles  Gibson,  M.D. ;  G.  Yeoman  Heath,  M.D., 
D.C.L.,  F.R.C.S.;  C.  I.  Gibb,  M.D.;  Prof.  T.  C.  Nesham,  M.D. ; 
Profc  W.  C.  Arnison,  M.D. ;  Pro£  H.  E.  Armstrong  ;  Prof.  F.  Page, 
M.A.,  M.D.,  Prof.  S.  McBean,  M.A.,  M.D. ;  Prof.  David  Drummond, 
M.D.,  M.A.,  M.Ch. ;  Prof.  James  Murphy,  M.A.,  M.D. ;  Prof.  Thos. 
Oliver,  M.A.,  M.D.,  FJLC.P.;  Prof.  G.  E.  Williamson,  M.A., 
F.R.C.S.  ;  Prof.  James  Limont,  M.A.,  M.B.,  M.R.C.P.  ;  Prof.  G.  H. 
Hume,  M.D.,  F.R.CS. ;  T.  A.  Dodd,  M.R.C.S. ;  J.  Rutherford 
Morrison,  M.D.,  F.R.C.S. ;  William  Murray,  M.D.,  F.R.CS. ;  H. 
Bramwell,  M.D. ;  J.  R.  Crease,  F.R.OS. ;  R.  Clark  Newton,  M.R.C.S.; 
J.  W.  Smith,  M.D. ;   George  Middlemiss,  M.D.,  President  North  of 
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England  Branch  of  the  British  Medical  Association  ;  Walter  Petter, 
M.B. ;  M.  Duggan,  M.R.C.S. ;  A.  E.  Morison,  M.B. ;  F.  W.  Foss, 
M.D.  ;  W.  G.  Black,  F.R.C.S. ;  Richard  Ellis,  F.R.C.S. 

The  discussion  on  the  Surgical  Treatment  of  the  Diseases  of  the 
Uterine  Appendages  will  be  opened  by  Mr.  Morison  of  Newcastle. 

Papers  will  be  read  by  Professor  Auvard,  Paris ;  Dr.  Thompson, 
Rome;  Mr.  Mayo  Robson,  Leeds;  Professor  Oliver,  Newcastle; 
Mr.  H.  A.  Reeves,  London;  Dr.  Benington,  Newcastle;  Dr. 
Fancourt  Barnes,  London ;  Dr.  J.  A.  Mansell-Moullin,  London ;  Dr. 
Inglis  Parsons,  London;  Dr.  Murphy,  Sunderland;  Dr.  Leith 
Napier,  London ;  Dr.  Arthur  Edis,  London ;  Professor  Page,  New- 
castle ;  Mr.  Lawson  Tait,  Birmingham ;  Dr.  Alexander,  Liverpool ; 
Dr.  T.  Dolan,  Halifax ;  Dr.  Hern,  Darlington  ;  Dr.  Vincent  Dicken- 
son, London ;  Dr.  Dunnett-Spanton,  Hanley ;  Dr.  Granville  Bantock, 
London;  Dr.  C.  H.  F.  Routh,  London;  Mr.  Bowreman  Jessett, 
London;  Dr.  Thos.  Savage,  Birmingham;  Dr.  Heywood  Smith, 
London ;  Prof.  S.  Pozzi,  Paris ;  and  Dr,  Smyly,  Dublin;  and  others. 


The  following  letters  have  been  received  by  the  General  Local 
Secretary : — 

Dr.  Benington. 
Dear  Sir, — Dr.  Smith,  Chairman  of  the  Clinical  Society,  read 
a  communication  from  yourself  with  reference  to  the  Meeting  of  the 
British  Gynaecological  Society,  which  is  to  take  place  at  an  early 
date.  He  proposed  that  "The  Clinical  Society  of  Newcastle-on- 
Tyne  give  its  hearty  support  and  aid  in  any  way  desirable,  to  pro- 
mote the  success  of  the  meeting.'1 

This  was  seconded  by  Mr.  Morison,  and  unanimously  affirmed. 

I  am,  yours  truly, 

R.  A.  Campbell, 
Hon.  Sec.  Clinical  Society, 
Newcastle-on-iyne. 

Westgate  Road  House,  Newcastle-on-Tyne, 
March  26th,  1891. 


Dear  Sir, — I  have  to  inform  you  that  at  the  Meeting  of  the 
North  of  England  Branch  of  the  British  Medical  Association,  held 
at  Sunderland  yesterday,  the  following  resolution  was  unanimously 
carried. 

Proposed  by  Professor  Philipson,  seconded  by  Dr.  Gowans — 
"  That  the  members  of  this  branch  have  heard  with  pleasure  of 
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the  proposed  Meeting  of  the  British  Gynaecological  Society,  at  New- 
castle-upon-Tyne, and  they  beg  to  offer  to  the  Fellows  of  that  Society 
their  hearty  welcome." 

I  am,  yours  faithfully, 

G.  £.  Williamson, 

Hon,  Sec,  North  of  England  Branchy 
British  Medical  Association. 
22,  Eldon  Square,  Newcastle-on-Tyne, 
May  ist,  1891. 


Professor  S.  Pozzi,  Paris,  was  elected  an  Honorary  Fellow  of 
the  British  Gynaecological  Society,  on  March  26th,  1891. 


Dr.  Leith  Napirr  has  been  elected  Physician  to  the  Out- 
patients, Chelsea  Hospital  for  Women. 


The  fifty-ninth  Annual  Meeting  of  the  British  Medical  Associa- 
tion will  be  held  at  Bournemouth,  on  July  28th,  29th,  30th  and  31st, 
189 1.  The  Obstetric  Section  will  be  presided  over  by  Dr.  William 
J.  Smyly  of  Dublin.  The  Vice-Presidents  are  Dr.  Allan  Maclean  and 
Dr.  Alban  Doran,  of  London.  The  following  special  discussions 
and  demonstrations  will  take  place  : — Puerperal  Eclampsia,  Uterine 
Polypi,  Demonstration  on  Sections  of  the  Frozen  Cadaver  in  Preg- 
nancy. The  Secretaries  are  Herbert  A.  Lawton,  74,  High  Street, 
Poole,  and  Montague  Handheld  Jones,  M.D.,  35,  Cavendish  Square, 
W.,  to  whom  communications  should  be  made. 


We  regret  to  announce  the  death  of  Dr.  John  Ferens  Oliver,  at 
the  early  age  of  thirty-eight.  He  was  a  Foundation  Fellow  of  the 
Society.  He  died  at  Hertford  Gardens  after  a  long  and  painful 
illness.  Previously  to  coming  to  London  he  had  practised  in 
Durham. 


It  is  not  long  ago  that  we  had  to  report  the  death  of  Breisky ;  his 
friend  and  colleague,  Carl  Brawn,  is  now  no  more.  In  the  person  of 
Brawn,  the  last  of  the  old  honoured  school  of  Vienna  is  dead.  Carl 
Rudolf  Bitter  Brawn  von  Fernwald  was  born  on  22nd  March,  1823, 
in  Zistersdorf.  His  father  was  a  medical  man.  In  1849  ne  suc- 
ceeded Von-Semelweiss,  as  Klein's  assistant  In  1855,  after  Klein's 
death,  he  was  appointed  to  the  position  of  Professor  and  Director  of 
the  Clinique,  which  he  continued  to  fill  until  his  death.    In  this 
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country,  perhaps,  the  name  of  Brawn  will  be  remembered  chiefly  in 
connection  with  his  kolpeurynter.  It  may  justly  be  claimed  for  him 
that  he  was  the  founder  of  the  Vienna  School  of  Midwifery. 


Royal  College  of  Physicians  op  Edinburgh — Parkin  Be- 
quest.— In  terms  of  the  bequest  made  to  the  Royal  College  of 
Physicians  of  Edinburgh  by  the  late  Dr.  John  Parkin,  Fellow  of  the 
College,  a  prize  is  hereby  offered  for  the  best  essay,  "  On  the  Cura- 
tive Effects  of  Carbonic  Acid  Gas  or  other  forms  of  Carbon  in 
Cholera,  the  different  forms  of  Fever,  and  other  Diseases."  The 
prize  is  of  the  value  of  One  Hundred  Pounds  Sterling,  and  is  open 
to  competitors  of  all  nations.  Essays  intended  for  competition, 
which  must  be  written  in  the  English  language,  to  be  received  by 
the  Secretary  not  later  than  31st  December,  1892.  Each  essay 
must  bear  a  motto,  and  be  accompanied  by  a  sealed  envelope 
bearing  the  same  motto  outside  and  the  author's  name  inside.  The 
successful  candidate  must  publish  his  essay  at  bis  own  expense,  and 
present  a  printed  copy  of  it  to  the  College  within  the  space  of  three 
months  after  the  adjudication  of  the  prize. — In  name  and  by 
authority  of  the  Council  of  the  College,  G.  A.  Gibson,  M.D., 
Secretary \  gtk  March^  1891. 
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Thursday,  April  9,  1891. 
FAN  COURT  BARNES,  M.D.,  M.Ch.,  in  the  Chair. 

Present  :  17  Fellows,  2  Visitors. 

The  following  were  proposed  for  election :  Dr.  H.  W. 
Foss,  Stockton-on-Tees  ;  Dr.  M.  Duggan,  Castle  Eden ;.  Dr. 
S.  McBean,  Newcastle-on-Tyne ;  Dr.  B.  G.  Binnie,  Brandon. 

The  following  were  elected  Fellows  of  the  Society :  Dr. 
Robinson,  Dr.  Bourke,  Dr.  Gibb,  Dr.  Oliver,  Dr.  Limont,  Dr. 
Watson,  Dr.  Murray,  Dr.  Newton,  Dr.  Bramwell,  Dr.  Wilkie 
Smith,  Dr.  Nedwill,  Dr.  Lloyd,  and  Dr.  Ward,  J.P. 

Dr.  Edis  announced  with  regret  the  death  of  Dr.  Carl 
Braun,  of  Vienna,  an  honorary  Fellow  of  the  Society.  A 
letter  of  condolence  from  the  British  Gynaecological  Society 
was  forwarded  to  the  family  of  Professor  Braun. 

Fibro-Cystic  Tumour  of  the  Uterus. 

Mr.  MAYO  Robson  showed  a  specimen  of  a  large  tumour 
removed  from  a  patient  forty-five  years  of  age,  which  he 
brought  forward  because  of  the  difficulty  which  always  existed 
VOL.  VII.— NO.  26.  10 
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in  the  diagnosis.  It  had  been  growing  for  five  years,  and 
during  the  last  six  months  had  doubled  in  size.  He  could 
feel  a  distinct  wave  of  fluctuation  across  the  abdomen,  and 
that  led  him  to  suppose  (as  he  had  arrived  at  the  conclusion 
that  there  was  a  fibroid  of  the  uterus),  that  there  must  also 
be  an  ovarian  tumour.  On  opening  the  abdomen  he  came 
down  upon  the  tumour,  which  had  exactly  the  outline  of  a 
pregnant  uterus,  and  though  the  history  pretty  well  eliminated 
the  possibility  of  pregnancy,  he  was  relieved  to  find  that  it 
was  decidedly  cystic.  There  was  nothing  special  to  note  in 
the  operation  which  took  place  a  month  ago,  and  the  patient 
was  therefore  out  of  the  wood.  It  was  a  very  good  specimen 
of  its  class,  consisting  practically  of  two  large  cysts,  neither  of 
which  communicated  with .  the  cavity  of  the  uterus.  It  was 
this  fact  that  gave  it  such  a  striking  resemblance  to  an  ovarian 
tumour.  The  patient  had  been  very  much  distressed  on 
account  of  the  pressure  symptoms,  the  tumour  weighing 
between  fifteen  and  twenty  pounds  when  first  removed,  and 
causing  very  great  distension. 

Dr.  Routh  observed  that  in  many  of  these  cases  the 
diagnosis  could  be  accurately  made  by  means  of  the  stetho- 
scope and  percussion,  *.*.,  percussion  with  the  finger  over 
different  portions  of  the  tumour,  while  listening  at  the  same 
time  with  the  stethoscope.  When  the  tumour  was  multi- 
locular  percussion  gave  different  notes  and  pitch,  according  to 
the  size  of  each  cyst  percussed  over.  In  these  cases,  however, 
owing  to  the  thickness  of  the  covering,  the  sound  was  by  no 
means  so  precise  unless  one  could  conceive  the  fibro-cystic 
tumour  made  up  of  many  cavities  all  near  the  surface,  but  he 
had  never  met  with  such  an  one.  In  an  uni-locular  tumour 
the  sound  would,  of  course,  be  the  same  all  over. 

Mr.  Robson,  in  reply,  said  he  had  good  authorities  on  his 
side  in  affirming  that  it  was  often  impossible  to  make  a  correct 
diagnosis  in  these  cases.  He  observed  that  in  making  his 
diagnosis  he  had  mentioned  that  he  had  to  do  either  with  a 
cystic  tumour,  or  with  a  fibroid  complicated  by  an  ovarian 
tumour.    In  reply  to  Dr.  Smith's  question,  he  said  that  as 
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there  was  an  abundance  of  covering  he  thought  he  could  do 
without  the  pins,  but  at  the  first  dressing,  five  days  after  the 
operation,  he  found  that  the  pedicle  had  slippped  just  within 
the  abdominal  wall  The  serre-noeud  came  away  on  the 
seventh  day,  which  was  rather  earlier  than  he  liked.  He 
preferred  it  to  come  away  about  the  tenth  or  twelfth  day. 
He  had  not  had  sections  made  of  the  growth.  He  said  he 
would  not  be  disposed  to  repeat  the  experiment  of  doing 
without  the  pins. 

Adjourned  Discussion    on    Dr.  Robert  Belts  Pafter,  "  The 
Treatment  of  Chronic  Disease  of  the  Uterine  Adtuxa" 

Mr.  Bowreman  JESSETT  said  the  paper  opened  up 
questions  which  were  causing  a  great  deal  of  controversy,  but 
he  could  not  help  thinking  that  if  gentlemen  who  represented 
the  two  parties  were  brought  together  and  asked  to  define 
exactly  what  they  meant,  there  would  prove  not  to  exist  such 
a  difference  of  opinion  between  them  as  was  apparently  the 
case.  There  were  different  causes  of  invalidism,  the  result 
of  irritation  or  disease  of  the  ovaries  and  appendages,  which 
in  some  instances  was  due  to  reflex  conditions  excited  or 
kept  up  by  ovaritis  or  a  salpingitis,  caused  by  sepsis  after  con- 
finements, gonorrhoea,  laceration  of  the  cervix  or  endome- 
tritis. Lastly,  there  might  be  actual  disease  of  the  ovaries. 
It  was  absolutely  necessary  in  arriving  at  conclusions  to 
differentiate  between  these  different  classes.  There  was 
clearly  an  invalidism  due  to  irritation  about  the  ovaries  kept 
up  by  a  neurotic  affection,  such  as  erosions  or  lacerations  of 
the  cervix  and  things  of  that  description,  which  were  curable 
by  rest  and  treating  the  cause.  There  was  another  class  as 
clearly  caused  by  disease  of  the  appendages,  resulting  in 
insanity  or  hystero-epilepsy,  &c.  These  two  forms  of  neurosis 
were  quite  distinct  In  the  latter  form  if  the  cause  of  the 
irritation  was  removed,  viz.,  the  ovaries  and  appendages, 
the  probability  was  that  the  patient  would  get  well,  whereas 
in  the  other  class  removal  of  the  ovaries  and  appendages 
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would  be  unnecessary,  as  if  the  cause  of  ovarian  irritation 
was  removed,  the  irritation  would  cease.  There  were  plenty 
of  cases  on  record  in  which  insanity  and  hystero-epilepsy  had 
been  cured  by  removal  of  the  appendages.  He  had  in  his 
hand  a  pamphlet  by  Dr.  Mary  Jones  Dixon,  who  strongly 
advocated  the  operation,  and  quoted  a  large  number  of  cases 
in  which  these  conditions  had  yielded  to  operation.  She  at- 
tributed the  irritation  to  certain  abnormal  menstrual  bodies, 
to  which  she  had  given  the  name  of  gyroma.  She  began  her 
paper  in  a  very  pointed  way,  saying — "  It  seems  that  the  indi- 
cations for  Tait's  operation  are  quite  different  from  those  for 
Battey's  operation,  when  the  disease  of  the  uterine  appendages 
is  but  problematical,  before  and  after  the  operation,  which  is 
performed  for  merely  reflex  neurotic  condition."  The  whole 
argument  was  summed  up  in  that  passage.  There  was  a 
great  deal  of  sentimentality  mixed  up  in  the  idea  of  unsexing 
women,  and  those  who  operated  were  called  all  sorts  of  names 
in  consequence.  As  a  matter  of  fact,  however,  he  thought 
that  it  was  the  disease  and  not  the  operation  that  unsexed 
the  woman.  He  took  the  case  of  a  woman  who  was  married 
and  had  had  one  child,  and  then  from  some  septic  mischief  she 
got  inflammation  of  the  appendages  or  the  ovaries.  She 
endured  years  of  misery,  due  to  this  diseased  condition  of  the 
ovaries.  She  was  sterile  and  intercourse  most  painful  and 
loathsome.  In  such  a  case,  surely  if  the  surgeon  could  step 
in  and  release  the  patient  from  pain,  she  was  not  unsexed  by 
the  operation  for  that  she  virtually  was  already.  He  did  not 
suppose  any  surgeon  would  attempt  to  remove  appendages  or 
ovaries  from  a  woman  without  giving  a  fair  trial  to  rest  and 
general  treatment,  but  he  urged  that  this  trial  of  rest  and 
general  treatment  ought  not  to  be  unduly  prolonged.  If 
this  condition  of  things  were  allowed  to  go  on  too  long  the 
patient's  nervous  system  became  unhinged,  and  even  if  the 
operation  were  then  performed  it  might  be  years  before  she 
thoroughly  recovered  from  her  invalidism.  He  himself  had  not 
done  many  of  these  operations,  but  he  could  recall  two  cases 
which  were  very  instructive  as  well  as  peculiar.    He  knew  of 
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two  sisters  both  unmarried  and  both  suffering  most  distress- 
ingly from  most  severe  and  distressing  dysmenorrhea.  The 
elder  of  the  two  was  under  his  care  eight  or  ten  years  ago  and 
underwent  the  usual  treatment  with  pessaries,  &c,  without 
deriving  any  benefit  He  had  then  advised  removal  of  the 
appendages,  and  from  that  time  she  had  been  perfectly  well. 
The  younger  sister  was  taken  some  years  later  with  the  same 
symptoms,  and  she  went  to  different  hospitals  and  to  different 
people,  and  remained  in  this  distressing  condition  for  over  two 
years.  Eventually  she  had  come  to  him,  and  he  had  removed 
the  ovaries  and  appendages,  the  patient  recovering  from  the 
operation,  but  she  had  only  partially  got  rid  of  her  neurotic 
condition,  a  fact  which  he  attributed  to  her  having  postponed 
having  recourse  to  the  operation  for  so  long  a  time.  With 
respect  to  those  cases  where  actual  disease  of  the  ovaries  and 
appendages  existed,  he  could  not  conceive  that  there  could  be 
any  difference  of  opinion  that  they  should  be  removed. 

Dr.  Mansell  MOULLIN  thought  that  everybody  would  be 
disposed  to  agree  with  the  beautiful  sentiments  expressed  in 
the  paper.  That  a  woman  should  not  be  hurried  off  to  exe- 
cution, but  should  be  given  a  reasonable  time  in  which  she 
might  return  to  health  before  having  her  abdomen  opened, 
was  a  precept  that  everyone  would  concede.  He  observed 
that  Dr.  Bell  had  had  an  opportunity  of  treating  no  less  than 
two  hundred  of  such  cases  in  twelve  months,  a  number  which 
almost  took  one's  breath  away.  One  was  inclined  to  suspect 
that  Dr.  Bell  himself  was  suffering,  not  from  diseased  adnexa, 
but  from  the  malady  to  which  specialists  were  liable,  viz.,  of 
imagining  all  his  cases  to  be  suffering  from  the  same  com- 
plaint. They  read  further  that  only  seven  of  these  called  for 
operative  treatment — a  fact  which  strengthened  the  suspicion 
that  he  had  confounded  the  symptom  with  the  disease.  If 
Dr.  Bell  recognised  any  definite  tumour  in  the  abdomen,  he 
did  not  suppose  he  would  waste  any  time  in  carrying  out  his 
treatment,  yet  without  such  tumour  there  could  be  no  abso- 
lute proof  of  disease  of  the  adnexa.  Conversely,  there  might 
be  enlargement  without  disease.    Everyone  with  any  experi- 
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ence  of  these  cases  knew  that  a  period  of  rest  did  produce  a 
marked  amelioration  of  symptoms  in  many.  Often  enough 
women  were  met  with  who  complained  of  severe  pelvic  dis- 
tress; a  painful  and  tender  lump  might  be  found  in  the 
neighbourhood  of  the  uterus,  and  the  patient  was  sent  into 
the  hospital  for  operation.  In  two  or  three  weeks,  however, 
such  an  improvement  had  taken  place  that  the  would-be 
operator  found  himself  unable  to  urge  the  necessity  for 
operation,  and  in  the  course  of  five  or  six  weeks  the  patient 
was  dismissed  as  cured,  and  in  some  the  relief,  no  doubt,  was 
permanent  He  urged  that,  if  Dr.  Bell  would  allow  his 
patients  to  rest  awhile,  even  without  treatment  of  any  kind, 
he  would  obtain  the  same  brilliant  results  as  he  claimed  to 
have  obtained  by  means  of  his  intra-uterine  medication.  He 
(Dr.  Bell)  belonged  to  the  old  school  of  active  gynaecology, 
in  which  every  new  instrument  and  new  fashioned  drug 
which  could  be  inserted  into  the  uterus  was  looked  upon  as  a 
panacea  for  the  cure  of  every  disease  of  the  female  pelvis. 
If  Dr.  Bell  would  only  have  the  courage  to  leave  his  cases 
alone,  they  would  divide  themselves  into  two  great  classes, 
those  which  got  well  and  those  which  did  not,  and  they 
would  hear  little  of  two  hundred  cases  of  disease  treated  in 
twelve  months. 

Mr.  Lawson  Tait  said  he  experienced  unmixed  satisfac- 
tion in  welcoming  back  a  sinner  to  repentance,  and  some  of 
the  utterances  of  Dr.  Bell  were  worthy  of  the  highest  praise, 
on  account  of  the  sincerity  of  his  conversion.  There  were 
but  few  points  in  the  paper  calling  for  remark.  He  felt, 
however,  that  such  a  sentence  as  "  I  maintain,  therefore,  that 
no  one  is  justified  in  resorting  to  surgery  until  he  has  ex- 
hausted every  other  method  of  treatment "  was  one  in  which 
he  himself  could  not  but  concur,  and  he  entirely  approved  of 
the  sentence  that  "  sentiment  ought  not  to  be  permitted  to 
subvert  common  sense." 

There  was  just  one  point  that  required  elucidation,  and 
he  would  ask  Dr.  Bell  how  he  defined  a  phrase  which  he 
had  employed  more  than  once  in  his  paper,  as  to  the  sur- 
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geon  daring  to  "unsex"  a  woman.    It  was  this  unsexing 
phrase  on  which  most  of  the  arguments  against  the  procedure 
were  based,  for  if  there  were  truth  in  the  statement  that 
women  were  really  unsexed  by  the  operation,  then  he  for 
one  would  have  to  begin  to  consider,  or  rather  reconsider,  a 
good  deal  of  work  which  he  had  undertaken,  and  which  from 
his  present  point  of  view  he  was  determined  to  continue. 
That  question  had  been  so  fully  discussed  in  and  out  of  that 
room  that  he  hesitated  to  discuss  it  afresh.    He  observed 
that,  at  the  great  French  Surgical  Congress  held  a  few  days 
since  in  Paris,  they  had  done  him  the  honour  of  asking  him 
to  read  a  paper,  selecting  for  his  subject  the  remote  effects  of 
removal  of  the  appendages.    It  was  a  very  notable  fact  to 
Englishmen  who  were  present  that  the  fourteen  or  fifteen 
best  known  French  surgeons  who  took  part  in  the  discussion 
discussed  the  matter  in  a  logical  and  unimpassioned  way 
with  which  they,  as  Englishmen,  had  for  some  time  not  been 
familiar.    The  discussion  was  opened  by  Sir  Spencer  Wells, 
who  pleaded  in  his  old-fashioned  way  against  those  dreadful 
things  which  were  done  by  operators  on  the  uterine  appen- 
dages.   But  he  (Mr.  Tait)  especially  insisted  upon  the  fact 
that  not  a  single  word  fell  from  any  of  the  French  speakers 
of  the  kind  with  which  recent  correspondence  in  the  medical 
journals  over  here  had  familiarised  them.    In  other  words, 
they  did  not  dirty  their  own  nest  nor  charge  their  professional 
brethren  with  improper  proceedings.    They  discussed  the 
question  with  clear  logical  arguments  based  on  facts,  in  a 
way  which  made  it  a  pleasure  and  a  privilege  to  listen  to 
them.    He  had  written  to  Drs.  Champneys  and  Williams 
that  he  intended  to  discuss  their  celebrated  letter  upon  that 
question  there  that  evening,  and  had  invited  them  to  attend 
and  take  part  in  the  discussion,  and  he  thought  it  would  have 
been  a  good  thing  if  they  had  come,  for  at  present  the  discus- 
sion was  being  carried  on  in  a  most  unprofessional  manner. 
In  their  Society  they  were  recording  cases  right  and  left,  and 
had  come  to  conclusions,  not  quite  identical,  perhaps,  but 
still  they  were  coming  nearer  and  nearer  to  substantial  work, 
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In  another  Society  exactly  the  opposite  thing  occurred. 
Misrepresentations  were  deliberately  made,  and  no  oppor- 
tunity was  afforded  to  refute  them.  The  other  day  he  had 
been  challenged  by  Dr.  Hermann  to  appear  and  give  details 
of  his  cases,  but  he  observed  that  for  the  last  seventeen  years 
he  had  been  doing  nothing  else  but  giving  details  of  his 
cases,  and  it  was  a  trifle  absurd  to  come  and  ask  him  to  give 
them  now.  In  answer  to  that  challenge,  Dr.  Grigg  and  him- 
self went  the  other  day  to  the  Obstetrical  Society,  and  he  had 
brought  forward  three  cases  in  which  he  had  operated,  at  the 
request  of  Dr.  Grigg,  but  there  was  a  conspiracy  of  silence,  and 
not  a  word  was  said,  favourable  or  otherwise.  These  gentlemen 
would  not  discuss  the  question  either  on  neutral  ground.  When 
Dr.  William  Duncan  had  the  courage  to  bring  forward  the 
whole  of  his  cases  on  neutral  ground  at  the  Medical  Society  of 
London,  none  of  them  turned  up,  yet  they  wrote  encyclical 
letters  which  testified  to  their  ignorance  of  the  subject.  He 
urged  that  it  might  be  claimed  without  any  appearance  of 
egotism  that  no  one  could  criticise  on  this  subject  without 
having  taken  cognizance  of  what  he  (Mr.  Tait)  had  written  on 
the  subject  and  that  anyone  who  did  so  might  be  said  to  pos- 
sess but  a  restricted  knowledge  of  what  he  was  talking  about 
Now  ten  years  or  more  ago  he  had  published  a  very  careful 
digest  of  the  history  of  the  subject,  in  which  he  had  made  it 
clear  that  this  subject  was  first  described  as  far  back  as  1760, 
and  that  French  literature  during  the  first  half  of  this  century 
was  full  of  it.  The  best  accounts  of  diseases  of  the  Fallopian 
tubes  were  to  be  met  with  in  French  literature  between  the 
years  1820  and  1840  and  the  descriptions  were  illustrated  by 
a  number  of  drawings  of  such  excellence  that  he  had  thought 
it  well  to  incorporate  many  of  them  in  his  works.  Yet  these 
gentlemen  had  the  audacity  to  say  that  their  knowledge  of 
these  diseases  was  derived  from  the  writings  of  Bernutz  and 
Goupil  in  1 862  and  that  new  terms  ending  in  "  salpinx  "  had 
been  invented  since  then ;  but  these  were  Astruc's  own 
words  and  they  had  been  used  from  time  immemorial.  The 
reason  why  these  diseases  had  recently  taken  such  a  hold  on 
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the  professional  imagination  was  that  it  had  been  shown  to 
be  possible  to  treat  them,  and  that  advance  dated  from  the 
moment  of  the  abandonment  of  the  clamp,  for  who  would 
have  cared  to  undertake  the  treatment  of  these  surgical  cases 
so  long  as  it  gave  a  mortality  of  25  per  cent.  It  was  the 
introduction  of  new  methods  of  treatment  which  had  sud- 
denly  raised  these  affections  to  their  present  position  in 
professional  opinion.  So  long  as  men  felt  that  they  were 
perfectly  helpless  in  such  cases  and  when  it  was  only  a 
question  as  to  who  could  make  most  fees  out  of  cases  recog- 
nised to  be  refractory  to  treatment,  so  long  the  profession  did 
not  take  any  interest  in  their  study.  As  soon  as  they  were 
brought  within  the  realm  of  successful  surgery  then  they  at 
once  attracted  a  large  share  of  attention.  He  urged  that 
men  who  occupied  important  positions  at  large  metropolitan 
hospitals  ought  to  know  their  business  better  than  they 
seemed  to  do,  judging  by  their  utterances  on  the  subject. 
Further,  the  discussion  bore  largely  upon  the  relation 
between  death  and  suffering  of  those  patients  who  were  left 
alone,  and  the  death  and  sufferings  of  those  who  were  dealt 
with  surgically.  There  they  came  across  the  immense  igno- 
rance of  those  people  who  criticised  their  proceedings.  Death 
from  disease  of  the  uterine  appendages  was  alleged  to  be 
very  rare,  while  death  after  operation  was  common.  Now  the 
only  evidence  they  had  on  this  point  so  far  were  the  statisti- 
cal records  of  Dr.  Fowler  at  Middlesex  and  of  Dr.  Lewers  at 
Guy's,  and  the  former  gave  the  mortality  among  women  not 
operated  upon  as  50  per  cent,  and  Lewers  was  not  far  behind 
him.  The  most  extraordinary  statement  of  all  was  that  they 
were  making  a  fresh  departure  in  surgery  in  dealing  in  this 
way  with  these  affections,  that  there  was  something  improper 
about  it  not  to  be  justified  by  surgical  rules  elsewhere. 
That  was  conveyed  in  the  concluding  sentence  of  that  famous 
encyclical  letter  "In  no  other  department  of  surgery  is  in- 
flammation of  an  organ  considered  to  justify  its  removal." 
Have  the  gentlemen  never  heard  of  an  eyeball  being  removed 
to  save  its  fellow  from  the  spread  of  inflammation  ?     Did 
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they  never  see  a  knee  joint  removed  or  a  limb  amputated 
for  inflammatory  mischief?  Or  a  chronic  suppurating  fistu- 
lous orchitis  require  removal  of  the  testicle  ?  All  he  claimed 
was  that  the  same  rules  of  surgery  should  be  applied  in  this 
field  as  elsewhere  when  they  had  to  deal  with  organs  sub- 
ject to  chronic  inflammatory  disease.  He  insisted  that  in 
the  case  of  the  uterine  appendages  the  good  old  treatment, 
rest,  could  not  be  fairly  and  fully  tried  for  the  simple  reason 
that  they  were  not  in  possession  of  any  means  of  prevent- 
ing the  periodical  activity  of  these  organs.  They,  there- 
fore, in  this  respect  occupied  an  unique  position.  He  then 
passed  on  to  discuss  the  question  of  unsexing.  He  re- 
peated what  he  had  often  had  occasion  before  to  observe, 
that  the  sexual  relations  of  women  were  of  three  kinds,  as  a 
woman,  a  wife,  and  a  mother.  If  the  operation  unsexed  her 
in  all  three  conditions,  then  it  would  indeed  be  a  serious 
matter.  Indeed  if  he  felt  that  he  was  destroying  two  of  the 
functions  in  order  to  benefit  the  third  he  would  still  doubt 
whether  he  was  justified  in  performing  it  But  there  were  at 
least  two  of  these  conditions  in  which  the  woman  was  unsexed 
before  the  surgeon  touched  her.  Her  functions  as  a  mother 
had  disappeared  a  long  time  before  it  could  be  any  question 
of  the  surgeon's  knife,  and  sexual  intercourse  was  a  simple 
impossibility.  As  to  the  third  she  was  a  helpless  miserable 
invalid.  One  performed  a  successful  surgical  operation 
upon  her,  and  if  it  succeeded  primarily  or  secondarily  it 
restored  the  woman  in  a  few  weeks  to  her  position  in  society. 
They  restored  her  to  her  husband  almost  invariably,  and  in 
relation  to  this  point  he  said  that  those  who  maintained  that 
the  sexual  appetite  was  abolished  were  talking  about  some- 
thing of  which  they  knew  nothing.  It  was  sometimes  sus- 
pended for  months,  but  that  was  exactly  what  took  place 
in  the  normal  menopause.  Supposing  it  were  absolutely  de- 
stroyed he  urged  that  the  man  who  would  make  this  an 
argument  in  favour  of  refusing  the  operation  to  a  woman  who 
was  suffering  from  the  agonies  of  tubal  disease  was  neither 
more  nor  less  than  a  brute.  If  the  men  who  advanced  this 
argument  had  one-tenth  of  the  pain  in  their  testicles  which 
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these  women  suffered  in  their  Fallopian  tubes,  London  would 
not  hold  their  cries,  and  little*  would  be  heard  of  this  argu- 
ment   To  maintain  that  a  woman  was  not  to  be  allowed  to 
undergo  an  operation  which  offered  every  prospect  of  relief 
from  untold  sufferings  simply  because  she  might  become  less 
disposed  to  minister  to  the  lowest  of  human  passions  was  to 
take  a  most  degrading  view  of  the  woman's  rdle  in  life,  and  it 
was  one  to  which  he  for  one  heartily  refused  to  subscribe.    In 
some  instances,  far  from  destroying  the  sexual  appetite,  the 
operation  had  exalted  it  to  an  extent  which  made  him  feel 
almost  ashamed  of  his  handiwork.    Yet  these  cases  of  which 
he  quoted  examples  would,  in  these  gentlemen's  opinion, 
deserve   to   rank   among  the  most  successful.    He  hoped, 
however,  that  they  would  fsoc  1  be  hearing  the  end  of  this. 
The  men  who  argued  thus  were  furnishing  the  public  with 
arguments  and  statements  which  reflected  gravely  not  so 
much  upon  gynaecologists  as  upon  the  whole  profession.    At 
the  French  Surgical  Congress  M.  Routier  gave  his  experience 
just  as  others  did,  and  he  stated  formally  that  "  Us  appetits 
scxuds  ne  sont  pas  modifies."    This  observer  had  behind  him 
an  experience  of  fifty-seven  cases.    The  most  interesting 
remarks,  however,  were  those  which  bore  upon  the  perform- 
ance of  this  operation  in  cases  of  a  neurotic  character.     He, 
himself  had  only  done  it  in  these  cases  very  tentatively,  but 
Frenchmen  were  not  hampered  by  the  curiously  maudlin 
sentiments  which  were  directed  against  them  in  this  country. 
So  far  as  myomata  were  concerned  the  removal  of  the  ap- 
pendages was  an  established  surgical  procedure.    He  would 
not  say  that  it  might  not  be  displaced  by  electricity  or  by 
something  else  at  some  future  time,  but  he  thought  it  was 
hardly  likely.    It  was,  moreover,  admitted  to  be  a  proper 
treatment  for  affections  of  a  chronic  inflammatory  kind,  in 
which  suffering  was  so  severe  as  to  justify  resort  to  it  after 
other  means  had  failed,  in  short,  the  general  principles  of 
surgery  must  prevail  in  this  department    In  the  third  group 
of  cases  he  thought  they  might  legitimately  experiment  in  cases 
in  which  there  was  no  question  of  any  uterine  disease  or  of 
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any  alteration  in  the  appendages  to  justify  per  se  the  operation. 
They  might  proceed  cautiously*  to  select  a  number  of  cases  in 
which  nerve  disorder  was  so  intimately  associated  with  the 
menstrual  function  as  to  warrant  the  hope  that  by  putting  an 
end  to  menstruation  they  might  diminish  or  cause  to  cease 
the  nervous  disorders  dependent  thereupon.  They  must, 
however,  be  very  cautious  in  selecting  these  cases,  first  of  all 
because  in  an  operation  when  there  was  no  direct  menace  to 
life  there  ought  to  be  no  mortality  at  all  and  a  mortality 
approaching  5  per  cent.,  would  be  fatal  to  the  argument  He 
himself  was  now  getting  his  hands  so  free  that  he  was  under- 
taking cases  for  the  removal  of  the  appendages  based  upon 
this  rationale,  and  he  was  getting  very  satisfactory  results. 
The  last  case  of  the  kind  was  a  very  strange  one.  It  was 
that  of  a  woman  who  was  pleasant  and  good-tempered  all  the 
month,  but  when  her  period  came  on  she  became  extremely 
violent  and  knocked  her  husband  about.  After  the  period 
was  over  she  remembered  what  had  occurred  and  bitterly 
regretted  it,  but  the  same  thing  occurred  again  at  the  next 
period.  It  was  at  last  decided  to  remove  her  appendages. 
That  was  thirteen  months  ago,  and  since  that  time  there  had 
not  been  the  slightest  recurrence  of  the  attacks  of  violence. 
Such  a  result  as  that,  he  urged,  justified  a  good  deal  of  further 
experiment.  He  had  only  had  one  other  case  like  it,  that  of 
a  woman  who  tried  to  destroy  her  child  when  unhinged  by  the 
advent  of  the  menstrual  period.  Apart  from  these  periods  of 
disturbance  she  was  kind  and  affectionate.  The  operation 
had  had  the  desired  effect,  and  since  the  removal  of  her 
appendages  she  had  ceased  to  experience  the  desire  to  make 
away  with  her  infant,  of  whom  she  was  passionately  fond. 
These  were  extreme  cases,  but  every  one  could  probably  call 
to  mind  bad  cases  of  epilepsy  exaggerated  by  the  menstrual 
periods  in  which  it  would  be  justifiable  to  endeavour  to  afford 
relief  by  this  operation. 

Dr.  Fenton,  alluding  to  the  fact  that  during  the  past 
year  Dr.  Bell  had  had  two  hundred  cases  in  which  he  had 
had  to  ask  himself  whether  or  not  to  perform  Tait's  opera- 
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tion,  said  that  everybody  seemed  to  be  at  sea  at  the  present 
time  as  to  what  cases  it  should  be  performed  on.  He  (Dr.  Bell) 
had  only  found  it  necessary  to  have  recourse  to  it  in  seven, 
so  that  out  of  the  200  there  were  at  least  193  which  were  to 
be  left  alone.  He  himself  had  one  of  the  largest  cliniques  in 
London  in  this  department,  and  yet  he  was  far  from  having  two 
hundred  cases  in  which  he  had  to  ask  himself  this  question. 
Yet  he  had  fully  two  hundred  cases  of  uterine  lumps  and  mal- 
positions, some  of  which  were  treated  by  rest  and  others  by 
other  means.  It  was  extremely  rare  for  the  question  as  to 
the  necessity  for  the  operation  to  arise,  and  when  it  did  arise, 
it  was  invariably  in  cases  ending  with  salpinx.  These  were 
unquestionably  the  cases  above  all  others  in  which  removal 
of  the  appendages  was  the  proper  treatment  He  asked  what 
could  be  obtained  in  such  cases  by  galvanism  or  any  of  the 
hundred  and  one  fads  which  had  had  or  were  having  their 
day.  He  adjured  them  once  for  all  to  get  rid  of  that  miser- 
able idea  about  unsexing  women.  It  was  absurd  that  men 
should  speak  with  bated  breath  of  unsexing  women,  the  more 
so  as  sexual  function  was  probably  quite  in  abeyance  before. 
At  the  very  worst,  some  of  her  sexual  passions  might  be 
lessened,  but  even  in  this  case  to  lament  it  was  to  take  a  very 
imperfect  view  of  the  sex.  Was  it  commensurate  with  their 
ideal  of  woman  to  regard  her  as  created  merely  for  purposes 
of  reproduction  and  for  the  gratification  of  the  passions  of 
man  ?  Was  a  woman  unsexed  because  she  remained  single 
and  never  exercised  these  functions,  or  was  she  unsexed  after 
the  menopause,  when  they  had  fallen  into  abeyance.  He 
mentioned  a  case  in  which  he  had  removed  the  appendages 
in  a  woman  who  was  subject  to  periodical  attacks  of  violence, 
in  one  of  which  she  had  broken  her  husband's  ribs. 

Mr.  Mayo  Robson  said  that  great  differences  seemed  to 
exist  as  to  what  was  meant  by  disease  of  the  appendages. 
While  some  would  always  adopt  palliative  treatment  before 
advising  removal,  others  would  resort  to  removal  at  an  earlier 
period.  He  pointed  out,  however,  that  men  in  the  position 
of  consultants  often  saw  these  cases  only  after  rest  and  other 
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methods  of  treatment  had  been  tried  for  long  periods,  often 
extending  over  ten,  or  it  might  be  twelve  years,  without  any 
cure  having  been  effected.  Clearly  in  such  a  case  the  con- 
sultant would  feel  justified  in  proceeding  to  removal  of  the 
appendages,  though  had  he  seen  the  case  at  an  earlier  period 
in  its  history  he  might  have  preferred  to  try  what  the  alterna- 
tive methods  of  treatment  would  do.  It  must,  therefore,  occur 
to  those  who  had  seen  a  great  number  of  such  cases  that  they 
would  have  to  operate  in  a  larger  proportion  of  their  cases 
than  was  the  case  with  men  who  saw  fewer  of  them.  There 
was  an  old  saying  in  Yorkshire  that  an  ounce  of  practice  was 
worth  a  ton  of  theory,  and  the  results  of  this  treatment  as 
recorded  at  societies  and  in  the  medical  journals,  must  out- 
weigh any  sentimental  objections.  He  showed  a  specimen 
removed  from  a  patient  who  had  been  absolutely  invalided 
ever  since  an  attack  of  gonorrhoea  two  years  before.  The 
medical  man  who  had  brought  her,  though  a  man  of  great 
intelligence,  said  that  he  was  quite  unable  without  operation 
to  do  anything  more  for  her.  After  examination,  he  had  not 
the  slightest  hesitation  in  deciding  what  was  the  proper  treat- 
ment. He  found  the  appendages  enlarged,  distended  and 
matted  together,  with  adhesions  everywhere.  He  operated, 
and  since  that  time  the  patient  had  been  perfectly  free  from 
the  misery  of  her  previous  condition.  He  also  mentioned  a 
case  of  haemato-salpinx.  The  patient  had  been  so  ill  for  the 
previous  eighteen  months  or  two  years  as  to  have  been 
absolutely  incapacitated  from  getting  about,  being  in  bed 
most  of  the  time.  On  examination,  a  tumour  was  clearly 
made  out ;  and  on  opening  the  abdomen,  extensive  adhesions 
were  found  to  the  neighbouring  parts,  so  that  every  time  the 
patient  moved  it  dragged  upon  the  neighbouring  viscera,  and 
caused  acute  suffering.  In  that  cause  the  tumour,  which  he 
thought  might  originally  have  been  an  extra-uterine  fcetation, 
was  producing  the  very  greatest  distress.  He  removed  it, 
and  since  then  she  had  been  quite  well.  The  third  specimen 
was  one  of  tubal  gestation,  as  to  the  treatment  of  which  none 
would  hesitate.    These  cases  comprised  four  classes,  (1)  those 
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in  which  one  found  a  tumour  in  the  pelvis,  with  a  clear 
history  of  long-standing  and  painful  symptoms.     In  these  he 
had  no  hesitation  in  proposing  abdominal  section  if  the  symp- 
toms were  severe,  whatever  the  nature  of  the  tumour  might 
be,  except  of  course  in  cases  of  recent  hematocele.    .(2) 
Cases  of  uterine  tumours.    With  respect  to  these,  he  said 
electricity  had  had  a  trial,  a  thorough  trial,  in  his  own  hands, 
he  having  applied  it  about  four  hundred  times,  and  he  had 
been  very  much  disappointed  with  the  results  obtained.    He 
would  not  say  that  he  had  never  seen  any  benefit,  but  at  the 
same  time,  if  he  had  to  advise  a  relative  of  his  own,  he  would 
not  suggest  this  plan.    Removal  of  the  appendages  was  a 
safe  and  satisfactory  operation.    In  one  case  another  tumour 
had  formed,  but  in  all  the  others  menstruation  had  ceased  and 
the  tumour  had  dwindled  away  or  had  disappeared.     (3) 
Chronic  inflammatory  diseases,  and  (4)  Battey's  operation. 
Mr.  Tait  seemed  to  be  coming  round  to  the  idea  that  they 
would  be  justified  in  performing  this  last  operation.    It  was 
a  difficult  point  to  determine,  and  he  did  not  know  how  they 
would  arrive  at  a  conclusion.    It  would  certainly  only  be  by 
an  attentive  consideration    of  all  the  symptoms,  medical, 
psychological,  and  surgical.    With  regard  to  the  surgical 
part,  he  said  it  would  be  nothing  short  of  a  positive  calamity 
to  have  a  death  after  an  operation  in  such  a  case.    If  thought 
necessary  to  remove  the  appendages,  they  as  surgeons  could 
say  that  it  was  safe  to  do  it.    He  had  had  something  like 
seventy  cases  of  removal  of  the  appendages,  and  though  they 
were  all  undertaken  for  the  removal  of  diseased  organs,  he 
had  never  had  a  death.    Therefore,  those  who  based  their 
arguments  upon  the  unjustifiability  of  such  operations  on 
account  of  the  mortality,  must  have  an  experience  very 
different  from  his  own.    With  proper  precautions,  these  opera- 
tions, though  difficult,  might  be  undertaken  with  great  hope- 
fulness and  with  every  prospect  of  immediate  success.     As  to 
the  ultimate  success  he  said  they  must  be  patient.     In  some 
the  results  were  excellent    For  instance,  the  other  day  he 
met  a  lady  in  the  street  whose  appendages  he  had  removed  a 
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year  before,  and  he  failed  to  recognise  her  because  of  the 
immense  improvement  that  had  taken  place  in  her  appear- 
ance. He  had  performed  the  operation  on  account  of  a 
gonorrheal  salpinx,  which  had  made  her  an  absolute  invalid 
for  two  whole  years,  and  he  had  no  hesitation  in  saying  that 
but  for  the  operation  she  would  have  had  to  bear  with  the 
suffering  until  the  change  of  life.  Of  course  they  must  select 
their  cases.  Some  patients  would  get  well  without  the 
operation,  but  there  would  always  be  a  residue  of  cases  which 
would  not  yield  to  anything  short  of  removal  of  the  appen- 
dages, and  in  such  cases  surgeons  might  proceed  with  safety 
and  absolute  propriety  to  remove  irretrievably  diseased 
organs,  just  as  they  would  do  in  any  other  part  of  the 
body. 

On  the  motion  of  Dr.  Heywood  Smith,  seconded  by 
Mr.  LAWSON  Tait,  the  further  discussion  of  Dr.  Bell's  paper 
was  adjourned  to  the  next  meeting  of  the  Society. 

The  Society  then  adjourned. 
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Beatty,  Newcastle-on-Tyne ;  Dr.  David  Drummond,  New- 
castle-on-Tyne ;  Dr.  G.  Hare  Philipson,  Newcastle-on-Tyne ; 
Mr.  J. Rutherford Morison,  Newcastle-on-Tyne;  Mr.  Frederick 
Page,  Newcastle-on-Tyne ;  Dr.  Walter  Petter,  Darlington. 

The  following  were  elected  Fellows  of  the  Society : — Dr. 
Foss,  Dr.  McBean,  Dr.  Duggan  and  Dr.  Binnie. 

Removal  of  the  Uterine  Appendages  and  Fibroid  Tumour 
in  a  case  of  Continued  Metrorrhagia.  By  FANCOURT 
Barnes,  M.D. 

Miss  M ,  act.  thirty,  consulted  me  in  the  year  1888,  in 

consequence  of  such  profuse  metrorrhagia  that  she  had  been 
compelled  to  abandon  her  employment.  The  haemorrhages 
were  most  continuous  and  severe,  so  much  so  that  she  was  on 
several  occasions  pulseless,  and  all  but  moribund  from  loss  of 
blood.  On  examination  I  found  the  uterus  to  be  normal  in 
size.  No  disease  of  the  tubes  or  ovaries  could  be  detected. 
I  procdMed  to  treat  her  by  a  course  of  intra-uterine  medica- 
tion. For  some  months  I  applied  tincture  of  iodine  twice  a 
week  to  the  uterine  cavity  ;  this  was  alternated  with  zinc-alum 
points,  and  for  a  time  the  patient  seemed  to  be  benefited  by 
the  above  treatment.  The  haemorrhages,  however,  returned 
with  unabated  violence.  I  then  on  several  occasions  treated 
the  cervix  by  ignipuncture,  this  also  seemed  for  a  time  to 
relieve  the  haemorrhages,  but  they  always  returned  with  more 
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or  less  severity.  As  all  this  treatment  had  lasted  nearly  two 
years,  and  the  patient  was  no  better,  I  took  her  into  the 
Chelsea  Hospital  for  Women,  where,  after  consultation  with 
my  friend  and  colleague  Dr.  Edis,  I  removed  the  tubes  and 
ovaries  in  August  last  The  left  tube  and  ovary  was  bound 
down  by  adhesions  to  the  floor  of  the  pelvis,  and  was  cystic. 
The  right  ovary  was  free.  The  patient  made  a  good  recovery 
and  for  some  months  after  the  operation  she  had  little  or  no 
bleeding.  The  haemorrhages,  however,  two  months  ago, 
recurred  with  such  severity  that  she  was  again  compelled  to 
take  to  bed.  My  friend,  Mr.  Lawson  Tait,  was  kind  enough 
to  see  the  case,  and  was  of  opinion  that  the  endometrium  was 
diseased,  and  agreed  with  me  that  the  use  of  the  curette 
might  be  of  service.  I  therefore  re-admitted  her  into  hospital 
last  January.  The  cervix  was  dilated  with  laminaria  tents, 
and  I  passed  my  finger  into  the  uterus  with  the  intention  of 
curetting,  but  found  the  cavity  occupied  by  a  small  fibroid 
tumour  growing  from  the  wall  of  the  uterus,  completely 
sessile ;  I  cut  this  away  from  the  uterine  wall  with  scissors. 
The  point  of  interest  in  the  above  case  is  obvious.  Did  I  or 
did  I  not  finish  where  I  should  have  begun  ?  As  I  have 
already  said,  the  sound  only  passed  in  the  normal  length,  two 
and  a-half  inches,  and  the  uterus  did  not  appear  to  be  en- 
larged, and  so  it  did  not  occur  to  me  to  explore  the  uterine 
cavity  after  dilating  with  laminaria  tents  in  the  first  instance. 
But  it  must  not  be  forgotten  that  the  left  tube  and  ovary  that 
I  removed  were  adherent  and  diseased.  The  lesson  which  I 
draw  on  this  case  is  that  in  long  continued  haemorrhages  from 
the  uterus,  it  is  wise  to  dilate  the  cervix  and  explore  the 
uterine  cavity  with  the  finger  before  proceeding  to  other 
surgical  treatment. 

Mr.  Tait  confessed  that  when  he  first  saw  the  case  the 
idea  of  uterine  tumour  did  not  occur  to  him,  although  the 
uterus  was  larger  than  normal.  Even  had  the  tumour  been 
there  from  the  first  he  did  not  think  that  its  removal  would 
have  been  productive  of  cure,  and  the  appendages  would 
have  had  to  follow.    It  was  not  certain  that  the  tumour  had 
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not  grown  since  the  appendages  were  removed.  He  referred 
to  a  case  showing  the  dangers  of  intra-uterine  interference  in 
cases  where  there  is  trouble  in  the  appendages.  In  one 
instance  he  was  persuaded  to  adopt  curetting  first,  and  he 
believed  that  he  had  converted  a  hydro-salpinx  into  a  pyo- 
salpinx,  and  he  had  to  remove  the  appendages  in  a  hurry ; 
but  there  were  nevertheless  a  number  of  cases  where  a  pre- 
liminary curetting  was  a  field  for  discussion,  yet  there  were 
a  larger  and  more  important  series  of  cases  in  which  if 
uterine  dilatation  were  resorted  to,  a  harmless  case  would  be 
turned  into  one  of  extreme  severity.  If  the  symptoms  were 
found  in  a  patient  who  had  had  a  long  lapse  of  married  life 
accompanied  by  sterility,  then  the  appendages  should  be 
removed. 

Dr.  Hey  wood  Smith  said  he  thought  an  operation  like 
this  brought  discredit  upon  the  procedure.  A  bi-manual 
examination  ought  to  have  made  out  that  the  uterus  was 
enlarged,  and  a  very  careful  passage  of  the  sound  would 
have  indicated  the  presence  of  the  growth. 

Dr.  BANTOCK  said  that  the  matter  turned  on  a  question 
of  diagnosis.  Any  enlargement  of  the  uterus  due  to  such  a 
small  tumour  must  have  been  very  difficult  to  appreciate, 
and  besides  there  was  evidence  of  mischief  in  one  of  the 
appendages.  He  would  be  the  last  to  admit  Mr.  Tait's 
suggestion  that  the  tumour  had  grown  after  removal  of  the 
appendages.  In  excessive  haemorrhage,  if  on  careful  examina- 
tion ovarian  swelling  were  found,  that  should  be  attacked  and 
the  uterus  let  alone. 

Mr.  TAIT  added  that  he  did  not  say  that  the  tumour  grew 
since  the  removal  of  the  appendages,  but  that  it  was  not 
proved  that  it  did  not  so  grow.  Large  soft  myomata  often 
started  growing  after  the  menopause,  and  this  might  be  a 
soft  myoma  in  its  infancy.  He  believed  that  in  the  case 
under  discussion  the  symptoms  at  first  were  those  of  appen- 
dix trouble  without  haemorrhage.  Some  months  after  their 
removal  her  chief  symptom  was  haemorrhage  only.  As  to  Dr. 
Routh's  misrepresentations  of  his  views — they  were  too  nu- 
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merous  to  mention.  He  insisted  upon  his  contention  that  the 
uterine  treatment  of  these  cases  was  not  devoid  of  risk.  He 
mentioned  two  cases.  In  one  dilatation  set  up  perimetritis  and 
pyo-salpinx  in  another,  of  harmless  tube  trouble  Dr.  Smith 
recommended  removal  of  the  appendages,  but  was  overruled 
by  another  obstetrician,  who  dilated  and  set  up  grave  trouble, 
there  being  now  a  pyo-salpinx,  which  he  himself  intended 
shortly  to  remove.  The  patient  thus  ran  a  needless  risk,  and 
a  surgical  operation  might  be  called  for  in  a  hurry.  If  there 
was  haemorrhage  and  no  appendage  signs,  then  dilate  by  all 
means,  and  if  that  did  not  succeed  then  the  dernier  ressort 
of  removal  of  the  appendages  was  indicated. 

Dr.  Macnaughton  Jones  quoted  a  case  bearing  on  the 
question  of  dilatation  and  curetting  before  removal  of  the  ap- 
pendages. A  lady  who  had  been  suffering  from  laceration 
of  the  cervix  and  hydatiform  degeneration  of  the  uterine 
mucous  membrane,  was  curetted  in  America.  She  had  con- 
sulted him  for  pain  and  inability  to  walk.  There  was  en- 
largement of  the  uterus  and  of  the  ovaries.  He  dilated  the 
uterus  and  found  the  endometrium  granular;  he  applied 
chromic  acid,  and  advised  against  removal  of  the  ovaries. 
She  returned  to  America,  and  after  a  short  time  was  again 
advised  by  a  distinguished  surgeon  to  have  the  ovaries  re- 
moved. In  correspondence  Dr.  Macnaughton  Jones  strongly 
advised  against  this  course.  She  recovered  completely,  and 
had  borne  two  children. 

Dr.  ROUTH  desired  to  add  that  great  credit  was  due  to 
Dr.  Fancourt  Barnes,  for  having  had  the  courage  to  bring 
this  case  forward  to  teach  the  members  of  the  Society,  and 
because  it  was  especially  one  upon  which  several  might  differ 
as  to  treatment.  In  his  strictures  on  the  case  he  did  not  wish 
to  reflect  upon  him  in  any  way,  but  rather  to  commend  him 
for  stating  the  case  so  impartially,  and  because  he  (Dr. 
Routh)  considered  him  a  most  honourable  man  in  the  pro- 
fession. 

Dr.  R.  T.  Smith  thought  the  element  of  time  between 
the  two  operations  had  been  overlooked.    Four  years  ago  a 
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patient  came  to  him  with  a  fibroid  which  measured  four  inches 
and  was  sessile.  He  removed  the  ovaries,  and  two  yea^s  later 
the  patient  returned  with  the  fibroid  pedunculated. 

Dr.  Leith  Napier  proposed  that  the  specimen  should  be 
referred  to  a  committee. 

The  President  referred  again  to  the  small  polypi  shown 
by  Dr.  Edis,  in  which  the  symptoms  had  been  arrested  and 
the  patient  cured.  It  had  been  stated  by  Messrs.  Tait  and 
Bantock  that  where  a  bleeding  uterus  was  associated  with 
diseased  appendages,  it  was  serious  to  institute  intra-uterine 
examination,  though  hitherto  it  had  been  their  practice  to 
dilate  without  considering  the  condition  of  the  adnexa.  He 
held  that  by  the  sound  these  small  sessile  growths  could  be 
distinguished,  though  Dr.  Smith  believed  the  contrary.  In 
his  own  experience  a  most  valuable  diagnostic  feature  was 
this,  that  the  uterus  just  before  and  during  the  catamenia 
would  be  found  abnormally  increased  in  size  if  an  inter- 
stitial small  fibroid  or  mucous  growth  were  present. 

Dr.  Barnes  said  that  the  uterus  always  enlarged  at  the 
menstrual  period,  and  he  was  doubtful  if  the  difference  in  size 
would  be  sufficient  to  be  recognised  if  a  small  tumour  were 
also  present  It  was  important  to  make  out  the  shape  and 
outline  of  the  uterus.  When  uterine  and  ovarian  disease  co- 
existed both  organs  should  be  examined,  dilating  a  little  if 
necessary.  But  the  means  of  dilatation  now  in  ordinary  use 
were  dangerous  in  the  highest  degree.  Some  methods  indeed 
were  brutal.  In  cases  of  stenosis  of  the  ost  incision  was  pre- 
ferable, as  it  relieved  both  the  contraction  and  the  hyperemia. 
It  was  certain  that  inflammatory  affections  of  the  tubes  and 
ovaries  could  not  be  cured  by  operating  upon  the  uterus. 
He  had  certainly  seen  bleeding  tumours  cured  by  removal  of 
the  appendages.  He  was  inclined  to  think  that  in  the  case 
under  discussion  the  tumour  must  have  begun  before  the 
appendages  were  removed,  and  that  it  had  grown  afterwards 
in  spite  of  their  dilatation. 
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Adjourned   Discussion  on  Dr.  Robert    BelTs  Paper,  "  Tlie 
Treatment  of  Chronic  Disease  of  the  Uterine  Adnexa." 

Dr.  Heywood  Smith  said  that  in  rising  first  that  evening 
to  continue  the  discussion  on  Dr.  Robert  Bell's  valuable  and 
suggestive  paper,  he  was  at  the  disadvantage  of  commencing 
as  it  were  de  novo  instead  of  following  some  speaker  during 
an  active  debate.  He  considered  the  subject  of  the  utmost 
importance  at  the  present  time,  as  it  was  necessary  to  instruct 
practitioners,  some  of  whom  were  not  wholly  outside  the  pale 
of  that  speciality,  who  seemed  greatly  ignorant  of  the 
pathology  and  treatment  of  the  malady  under  discussion. 
Such  practitioners,  perhaps  not  entirely  unwittingly,  were  in 
the  habit  of  misleading  their  patients  by  using  in  describing 
the  proposed  operation  such  offensive  terms  as  "spaying," 
"  unsexing  "  or  "  mutilation,"  instead  of  some  word  that  more 
fairly  defined  it  He  agreed  with  other  speakers,  and  notably 
Mr.  Lawson  Tait,  in  protesting  against  the  use  of  such  objec- 
tionable expressions.  It  was  false  to  speak  of  unsexing  a 
woman  by  the  removal  of  the  diseased  ovaries  and  oviducts 
— the  disease  had  already  rendered  these  organs  functionally 
useless — and  was  a  woman  unsexed  by  the  menopause  ?  Again, 
there  were  many  operations  that  had  to  be  performed  which 
were  more  aptly  mutilations  than  this  operation.  He  said 
that  it  was  a  mistake  to  speak  of  the  ovaries  and  oviducts 
as  "  appendages  "  or  "  adnexa  "  of  the  uterus.  The  ovary 
should  be  elevated  to  the  position  of  the  most  important  organ 
in  the  female  pelvis,  as  it  was  the  centre  round  which  the 
whole  female  economy  was  built  up  as  a  reproductive  agent, 
while  the  oviducts  were  really  structurally  and  functionally 
but  continuations  of  the  uterus,  and  were  the  homologies  of 
the  bi-cornu  uteri  that  obtained  in  many  of  the  lower  mam- 
malia. In  both  there  was  a  partial  covering  of  peritoneum, 
then  a  basement  of  contractile  tissue  supporting  a  mucosa. 
The  reproductive  tract  extended  from  the  extremity  of  the 
oviduct  to  the  vulva,  and  in  this  tract  were  several  narrowings 
or  straits  whereby  some  slight  impediment  might  be  placed  to 


Discussion  on  Diseased  Appendages.  1 59 


the  travelling  upwards  of  disease,  and  several  of  which  are 
under  certain  conditions  closed.  First,  the  fimbriated  ex- 
tremity of  the  oviducts  or  morsus  diaboli  (a  term  which  perhaps 
might  be  more  appropriately  applied  to  the  other  end  of  the 
generative  tract),  then  the  uterine  end  of  the  oviduct,  both  of 
which  ends  might  be  closed  in  pyosalpinx,  the  inner  os  uteri,  the 
external  os  uteri,  and  the  ostium  vagina.  To  trace  the  progress 
of  one  disease,  say  gonorrhoea,  commencing  at  the  orifice 
of  the  vulva,  it  affected  the  vagina,  produced  endocervicitis, 
endometritis,  salpingitis,  and  eventually  ovaritis.  It  was  an 
interesting  question,  seeing  there  was  a  solution  of  continuity 
between  the  oviduct  and  ovary,  how  disease  bridged  over  the 
intervening  space;  but  inasmuch  as  considerable  light  had 
recently  been  thrown  on  the  propagation  of  disease  through  the 
influence  of  the  nervous  system,  and  seeing  that  the  nervous 
relations  of  the  distal  end  of  the  oviduct  with  its  ovary  must 
be  very  intimate  and  sensitive,  it  did  not  require  much  reason- 
ing  to  admit  the  probability  that  the  inflammation  was  thus 
propagated  from  one  part  to  the  other.  Or  take  the  case  of 
fissure  of  the  cervix  uteri,  and  here  he  would  relate  a  case  he 
had  recently  seen  where  there  was  a  unilateral  (left)  fissure  of 
the  cervix ;  there  was  the  usual  consequent  eversion  of  the 
labia  uteri,  endocervicitis,  endometritis  and  curiously,  ovaritis 
on  the  left,  the  affected  side.  As  the  endometritis  could  not 
be  confined  to  one  side  of  the  uterus,  the  only  explanation  of 
the  ovarian  mischief  being  on  the  same  side,  must  be  sought 
in  the  relation  of  the  nerves  of  the  cervix  with  the  oviduct  on 
the  same  side.  On  the  other  hand,  it  was  also  true  that  the 
ovary  often  was  the  seat  of  the  primary  inflammation,  as 
when  during  the  congested  condition  of  the  organ  during 
the  period,  a  chill  or  flow  set  up  mischief  in  the  ovary.  The 
speaker  argued  that  it  seemed  strange  that  the  opponents  of 
this  rational  treatment  of  diseased  ovaries  took  upon  them- 
selves to  advocate  the  need  of  patience  in  treating  these 
diseases,  as  if  gynaecologists  required  to  be  taught  to  hold 
their  hands  from  itching  to  operate,  as  if  they  did  not  first  of  all, 
try  every  possible  means  to  effect  a  cure  before  advising  an 
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operation,  as  in  the  case  of  disease  affecting  any  other  part 
of  the  body ;  for  notwithstanding  the  remarks  made  by  Dr. 
Cullingworth  in  another  place  as  to  the  uselessness  of  hot 
douches,  glycerine  plugs,  &c,  it  was  quite  certain  that  in  many 
cases  they  afforded  great  relief.  In  weighing  the  conditions 
that  lead  us  to  recommend  a  definite  operation,  due  considera- 
tion must  be  given  to  the  social  position  of  patients — for  the 
rich  could  afford  to  wait,  and  lie  up,  and  give  time  to  the  trial 
of  various  remedies,  whereas  the  poor,  from  the  necessity 
imposed  on  them  of  an  active  life,  could  not  afford  the  time, 
and  the  duty  of  medical  men  was  to  advise  the  best  course  that 
would  in  the  shortest  time  restore  them  to  a  state  of  health. 
Their  duty  is  not  only  to  save  life  (and  many  of  these  diseases 
actually  threaten  it),  but  to  relieve  pain,  and  cut  short  disease, 
and  it  is  therefore  imperative  on  those  whose  special  know- 
ledge places  them  in  the  position  of  reliable  advisers  to  do 
their  utmost  to  give  such  advice  as  will  restore  the  suffering 
woman  to  her  position  as  wife,  companion,  and  bread-winner. 
Dr.  BANTOCK  agreed  with  Dr.  Bell  in  so  far  as  he  laid 
down  the  general  principles,  which  guided  him  in  the  treat- 
ment of  the  condition  under  consideration.  He  held  with 
him  that  it  was  fine  sentiment  to  talk  of  unsexing  a  woman. 
There  were  three  aspects  from  which  this  question  might  be 
viewed :  ist,  as  to  procreation ;  2nd,  the  exercise  of  the  sexual 
passion ;  3rd,  the  menstrual  function.  Every  woman  whose 
tubes  were  blocked  whether  by  a  pyo-salpinx,  a  hydro- 
salpinx, a  haemato-salpinx,  or  acute  salpingitis  with  adhesions 
of  the  fimbria,  or  cystoma  of  both  ovaries,  or  chronic  double 
ovaritis,  was  already  unsexed  from  the  first  point  of  view.  It 
has  been  shown  over  and  over  again  that  the  removal  of  the 
appendages  does  not  necessarily,  even  in  a  minority,  destroy 
the  second,  and  he  had  recently  met  with  a  remarkable  case 
in  which,  after  the  removal  of  the  whole  uterus,  together  with 
the  appendages  on  the  left  side  in  a  young  married  woman, 
aged  twenty-three,  did  not  affect  it  even  after  the  return  of 
disease  in  the  cicatrix.  With  regard  to  the  third  he  thought 
no  woman  would  regret  its  disappearance.    As  for  any.  other 
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effects  in  the  appearance  or  moral  sentiments  of  women,  his 
experience  taught  him  they  only  existed  in  the  imaginations 
of  the  opponents  of  the  operation  on  sentimental  grounds. 
He  agreed  that  the  radical  operation  should  not  be  thought 
of  till  medical  treatment  had  been  fully  carried  out  and 
found  to  be  of  no  avail.  If  one  could  be  certain  of  the 
existence  of  a  pyo-salpinx,  of  course  operation  should  be  at 
once  resorted  to.  But  if  the  symptoms  and  signs  were  such 
that  the  exact  condition  was  obscure,  then  it  would  be  proper 
to  await  the  result  of  palliative  treatment.  Again,  much 
would  depend  on  the  social  position  of  the  patient  Thus  a 
woman  dependent  on  her  own  exertions  for  her  livelihood  is 
in  a  very  different  position  from  a  rich  woman.  He  was 
disposed  to  acquiesce  in  the  author's  statement  that  a  'great 
many  women  now  without  their  ovaries  might  still  be  in 
possession  of  them,  and  he  had  been  the  means,  in  several 
cases,  of  preventing  this  loss.  These  were  cases  of  wrong 
diagnosis.  He  quoted  one  very  striking  case  of  a  young 
woman  from  the  Midlands,  who  was  advised  to  have  her 
appendages  removed  on  account  of  dysmenorrhea  and  general 
ill  health.  A  careful  examination  revealed  the  fact  that  the 
dysmenorrhea  was  wholly  of  uterine  origin,  and  indicated  the 
probability  that  the  appendages  were  healthy.  Dilatation  of 
the  contracted  internal  os  relieved  the  dysmenorrhea  and 
cured  the  sterility.  But  when  Dr.  Bell  said,  in  the  sentence 
last  quoted,  that  the  diseased  ovaries  might  have  been  restored 
by  treatment  to  a  healthy  condition,  he  was  compelled  to 
dissent,  for  he  was  of  opinion  that  an  ovary  once  markedly 
diseased  was  always  so.  He  could  not  recall  a  single  instance 
of  well-marked  chronic  inflammatory  disease  of  the  append- 
ages in  which  the  patient  had  subsequently  borne  a  child. 
How  far  a  man  who  has  had  double  orchitis  continuing  for 
months  or  years,  was  impotent  for  procreation,  he  was  not 
aware  of  any  observations  to  prove.  Probably  he  was  im- 
potent, and  yet  such  a  case  was  much  more  amenable  to 
treatment  than  the  analagous  condition  of  chronic  ovaritis. 
He  agreed  with  Dr;  Heywood  Smith  that  there  might  be 
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sterile  either  permanently  or  for  a  time,  and  that  the  seminal 
fluid  although  normal  in  quantity  and  appearance  might 
contain  no  fertilising  elements.  Women  were  often  married 
for  ten  or  twelve  years  and  have  no  children,  and  then  sud- 
denly commenced  to  bear.  Consequently  it  was  not  right  to 
castrate  a  woman  until  it  was  certain  that  the  interior  of  the 
uterus  was  not  diseased. 

Dr.  Macnaughton  Jones  felt  that  the  position  of  the 
profession  was  a  most  unfortunate  one  with  regard  to  this 
question.  There  were  those  on  the  one  side  who  imputed  to 
operators  a  rashness  almost  criminal,  while  on  the  other,  those 
who  refused  to  operate  were  accused  of  puerility  and  old 
womanish  irresponsibility.  With  regard  to  these  latter  Mr. 
Tait  had  spoken  in  strong  terms,  and  he  (Dr.  Macnaughton 
Jones)  was  not  sure  that  he  did  not  agree  with  him.  He 
viewed  the  question  from  a  perfectly  impartial  standpoint, 
which  was  the  only  proper  attitude  of  medical  men  towards 
the  women  who  consulted  them.  He  referred  to  those  cases 
who  had  undergone  every  form  of  treatment  for  pelvic  trouble 
and  whose  lives  still  remained  miserable.  This  was  of  every- 
day occurrence  to  specialists  in  this  department  Though 
he  agreed  with  most  of  the  opinions  that  Dr.  Bell  had  put 
forward,  there  were  several  others  in  which  he  differed  from 
him ;  for  example,  he  could  not  allow  that  tampons  were  of 
use  in  permanently  maintaining  the  position  of  the  uterus, 
and  he  looked  upon  gonorrhoea  as  an  important  factor  in  the 
production  of  pelvic  trouble.  The  question  really  under 
discussion  was,  whether  certain  operations,  under  given  con- 
ditions of  disease,  were  or  were  not,  thoroughly  authorisable. 

He  detailed  the  particulars  of  the  case  of  a  lady  who  had 
had  over  sixteen  years  of  constant  suffering  and  ill  health, 
receiving  the  best  advice  London  could  give  and  all  manner 
of  treatment  to  her  uterus  and  ovaries,  including  free  division 
of  the  cervix  and  a  prolonged  course  of  Apostolus  treatment. 
He  advised,  notwithstanding  strong  opposition,  removal  of 
die  appendages,  which  Mr,  Tait  carried  out  over  a  year  since. 
Now  she  was  thoroughly  restored  to  health  and  mingled  in 
society  like  other  women. 
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If  he  could  put  himself  in  the  place  of  one  of  these  suf- 
ferers, knowing  what  he  did,  he  would  not  continue  in  pain 
and  not  accept  operation.  It  was  true  conservative  surgery 
to  operate,  for  it  saved  life  and  certainly  prevented  suffering. 
Besides,  the  leaving  of  a  diseased  tube  placed  the  patient  in 
continual  risk  of  a  comparatively  speaking  sudden  death. 
He  certainly  should  feel  himself  justified  in  advising  removal 
of  the  appendages  in  those  desperate  cases  of  dysmenorrhea 
in  which  all  other  treatment  failed,  utterly  failed,  to  give 
relief ;  in  the  instance  of  uterine  myomata  which  threatened 
life,  and  in  those  conditions  of  the  Fallopian  tube  not 
amenable  to  other  means  of  cure,  whether  isolated  or  asso- 
ciated with  uterine  affections,  and  where  there  is  such  .constant 
suffering  as  to  render  life  miserable. 

Mr.  Tait,  with  reference  to  the  divergence  of  opinion  as 
to  the  causative  importance  of  gonorrhoea  in  the  production 
of  pelvic  troubles,  supposed  that  different  observers  examined 
their  patients  on  the  same  lines,  but  with  a  different  object, 
and  hence  got  different  statements.  He  went  to  the  post- 
mortem room  of  the  police  at  Edinburgh,  and  in  a  short  time 
the  pelvic  organs  of  two  young  prostitutes  who  had  had 
gonorrhoea  were  sent  to  him,  and  both  were  cases  of  pyo- 
salpinx.  He  pointed  out  that  every  other  worker  had  con- 
firmed his  views.  The  pain  that  prostitutes  suffered  before 
menstruation  had  been  referred  to  in  medical  works  centuries 
ago,  under  the  term  of  colica  scortorum,  and  pre-menstrual 
pain  is  a  well  known  symptom  of  appendix  disease. 

Dr.  HEYWOOD  Smith  said  that  the  subject  was  worthy  of 
full  discussion.  Some  practitioners  betrayed  a  lamentable 
ignorance  of  the  pathology  and  treatment  of  these  cases,  and 
constantly  misled  their  patients.  The  terms  spaying,  unsex- 
ing,  and  mutilation  should  never  be  used  in  connection  with 
these  operations.  The  unsexing  was  only  a  matter  of  degree, 
and  to  speak  of  mutilation  was  as  absurd  as  it  was  wrong. 
It  was  a  great  pity  in  speaking  of  the  ovaries  and  oviducts  to 
use  the  term  appendages,  which  lowered  their  position  in  the 
economy,  for  the  ovary  was  the  organ  around  which  the 
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woman  was  built  up  for  the  process  of  reproduction.  They 
ought  rather  to  refer  to  the  ovary  as  the  dominant  organ  and 
the  rest  of  the  reproductive  tract,  the  tubes  and  uterus,  as  being 
structurally  much  alike,  while  they  ran  into  one  another 
pathologically.  There  were  certain  straits  or  narrowings  in 
the  course  of  the  reproductive  tract  which  were  important  to 
bear  in  mind :  the  fimbriae,  commonly  called  the  morsus 
diaboli  (though  this  term  might  be  more  appropriately  applied 
to  the  other  end  of  the  genital  tract) ;  then  came  the  uterine 
end  of  the  tube,  the  internal  os,  the  external  os,  and  finally 
the  ostium  vaginae.  Each  of  these  might  serve  as  a  bar  to 
hinder  disease  rising  higher  up  in  the  genital  tract,  but  there 
were  cases  where  the  ovary  was  the  primary  seat  of  mischief. 
If  at  menstruation  the  patient  caught  a  chill,  the  slight  extra 
stress  thrown  on  a  congested  organ  might  provoke  inflamma- 
tion ;  gonorrhoea  also  was  a  common  cause  of  ovaritis,  beginning 
at  one  end  of  the  reproductive  tract,  and  extending  along  the 
oviduct  to  the  ovary.  He  admitted  that  it  was  difficult  to 
show  how  the  disease  tided  over  the  gap  between  the  oviduct 
and  the  ovary,  but  he  thought  that  the  explanation  was  to  be 
found  in  the  minute  and  close  nervous  relations  which  existed 
between  the  oviduct  and  ovary.  He  quoted  a  case  of  fissure 
of  the  cervix  following  labour  which  was  unilateral  and  con- 
fined to  the  left  side;  endometritis  followed,  with  disease  of  the 
left  ovary  only,  and  he  held  that  this  affection  of  the  left 
appendages  could  only  be  explained  by  some  nervous  connec- 
tion between  the  uterine  lesion  on  that  side,  and  the  rest  of 
the  uterine  tissue  and  the  oviduct  and  ovary.  As  to  the 
treatment,  the  first  duty  was  to  save  life,  and  in  all  cases 
where  life  was  threatened  it  was  the  practitioner's  duty  to 
remove  the  organ  at  fault.  Where,  however,  life  was  only 
rendered  burdensome  without  being  jeopardised,  discrimina- 
tion should  be  practised.  Some  patients  were  bread-winners, 
and  could  not  brook  delay  in  their  case,  while  others  could 
afford  to  wait  a  long  time.  The  remarks  of  some  surgeons 
would  lead  one  to  suppose  that  gynaecologists  did  not  know 
what  patience  was.     Notwithstanding  Dr.    Cullingworth's 
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remarks  in  another  place  against  tampons  and  other  such 
methods,  they  certainly  were  of  use  in  many  cases.  He  pro- 
tested against  the  great  opposition  in  some  quarters  to  these 
operations,  but  he  was  sure  this  opposision  was  due  entirely  to 
ignorance.  In  many  cases  operative  interference  gave  them 
the  only  opportunity  of  restoring  the  woman  to  her  position 
as  wife,  companion,  or  bread-winner. 

The  President  had  seen  formerly  the  gravest  mischief 
follow  the  passage  of  a  sound,  but  never  since  antiseptics  had 
been  used.  Dr.  Bantock,  in  visiting  the  Lock  Hospital,  had 
visited  the  wrong  place.  He  should  have  attended  the  out- 
patient department  at  Dean  Street,  where  it  was  common  to 
meet  with  cases  of  so-called  inflammation  of  the  bowels  in 
prostitutes  arising  from  gonorrhoea.  He  regretted  that  the 
author  had  not  gone  more  carefully  into  the  question  of 
diseases  of  the  adnexa  for  half  the  difficulties  were  due 
to  shortcomings  in  diagnosis.  The  profession  owed  a  great 
debt  to  Mr.  Tait  for  recognising  the  true  nature  of  these 
diseases.  He  was  certain  that  the  suffering  was  greater  in 
tubal  than  in  ovarian  cases.  In  his  experience  examination 
per  rectum  was  most  valuable,  the  rope-like  condition  in 
Douglas'  pouch  generally  being  easily  discoverable. 

Dr.  Robert  Bell  said:  Mr.  President  and  Gentle- 
men,— In  the  first  place  I  must  thank  you  cordially  for  the 
kind  way  in  which  you  have  received  my  paper.  I  must 
confess,  however,  that  I  am  somewhat  surprised  to  hear  the 
President's  remarks  upon  the  forts  et  origo  of  ovarian  mis- 
chief, and  that  he  is  unable  to  trace  its  origin  to  disease  of 
the  uterus.  My  experience  at  all  times  has  taught  me  that 
the  uterine  disease  in  every  case  precedes  that  of  the  ovaries, 
and  to  my  mind  it  would  be  difficult  to  demonstrate  how  it 
could  otherwise  arise.  The  President  has  also  stated  that  he 
thinks  much  of  the  good  effected  might  be  due  to  dilatation, 
produced  in  the  process  of  curetting.  Now,  when  my  curette 
is  employed,  dilatation  as  a  rule  is  unnecessary,  because  the 
uterus  in  these  cases  is  generally  flaccid  and  very  patulous 
and  therefore  the  curette  is  introduced  with  the  greatest  ease. 
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When  the  curette  is  introduced,  the  uterus  contracts  and  as- 
sumes a  tonic  condition.  The  President  also  seemed  to  take 
exception  to  the  use  of  a  10  per  cent,  solution  of  icthyol. 
For  my  part,  I  have  not  seen  in  any  instance  an  approach  to 
evil  results  accruing  from  this  strength.  Nay,  more,  I  am  in 
the  habit  of  using  icthyol  without  any  dilution  in  malignant 
diseases  of  the  organ,  and  even  where  it  has  been  thus  em- 
ployed no  physiological  effects  have  been  produced.  I  am 
glad  to  learn  that  Dr.  Edis  so  far  coincides  with  my  views 
as  to  the  origin  of  ovarian  inflammation  that  he  agrees 
with  me  when  I  state  a  diseased  condition  of  the  uterus 
frequently  results  in  the  appendages  being  affected,  and  that, 
by  treating  the  uterine  affection,  disease  in  the  adnexa  may 
be  relieved.  Dr.  Napier's  remarks  with  regard  to  the  ques- 
tion of  diagnosis  certainly  meet  with  my  entire  approbation. 
A  great  deal  depends  upon  diagnosis.  At  the  same  time  it 
cannot  be  denied  that  a  medical  treatment  will,  in  many  in- 
stances— nay,  in  the  majority  of  instances— do  away  with  the 
necessity  for  surgical  interference.  I  quite  disagree  with  Dr. 
Napier  when  he  says  that  diseased  conditions  of  the  endo- 
metrium have  no  pathological  connection  with  the  many 
tubal  affections  which  we  treat  by  operation,  and  that  it  is 
absolutely  impossible  for  any  medicine  or  massage  to  do  good 
in  the  circumstances.  With  regard  to  the  remarks  of  Dr. 
Reeves,  who  has  struck  a  point  upon  which  I  have  long  had 
very  distinct  views,  but  which  I  did  not  care  to  propound  in 
consequence  of  the  difference  of  opinion  that  exists  upon 
them,  that  is,  the  relation  of  the  lymphatics  of  the  whole 
uterine  system  to  those  of  the  ovaries.  I  have  long  been  of 
opinion  that  ovarian  disease  might  even  be  classed  with  that 
of  a  bubo,  but  the  text  books  bearing  upon  this  point  have  not 
hitherto  thrown  sufficient  light  upon  the  subject  to  enable  me 
to  speak  authoritatively,'  yet  I  feel  that  the  lymphatics  may 
exert  considerable  influence  in  the  transmission  of  inflamma- 
tory affections  from  the  uterus,  especially  from  the  cervix  to 
the  ovaries.  Therefore  I  hold  that  my  arguments  are  more 
and  more  strengthened  if  this  view  be  correct.    If  massage  is 
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carefully  employed  there  is  no  danger  to  the  sac ;  all  that  it 
will  effect  will  be  to  loosen  adhesions,  and  thus  free  the  ovary 
and  give  it  a  much  better  chance  of  resolution  than  otherwise 
it  could  possibly  possess.  At  the  present  moment  I  have 
under  treatment  a  case  of  chronic  disease  of  both  ovaries  and 
tubes  where  massage  has  been  of  signal  service,  not  only  in 
relieving  pain  but  in  promoting  resolution  on  the  part  of  the 
diseased  organs ;  in  fact,  had  it  not  been  for  the  employment 
of  this  method  of  treatment  I  am  convinced  that  it  would 
have  been  necessary  at  no  distant  date  to  have  resort  to  the 
removal  of  both  ovaries  and  tubes.  I  cannot  but  express  the 
great  satisfaction  I  had  in  listening  to  the  views  expressed  by 
Dr.  Routh,  whose  complimentary  remarks,  coming  as  they 
did  from  a  man  of  mature  experience,  were  most  encouraging 
I  quite  agree  with  him  that  a  great  many  cases  presenting  all 
the  symptoms  of  disease  of  the  appendages  could  be  made  well 
under  proper  medical  treatment,  and  thus  surgical  interference 
be  obviated.  What  would  we  think  of  the  case  of  a  woman 
having  both  ovaries  removed,  or  at  least  said  to  be  removed, 
having  a  child  afterwards,  and  yet  I  know  of  one  *such  case. 
Could  we  in  this  instance  affirm  that  the  ovaries  were  in  such 
a  condition  as  to  preclude  the  possibility  of  their  complete 
recovery,  when  a  portion  of  them  was  able  to  throw  off  a 
healthy  ovum  which  developed  into  a  living  child?  The 
longer  I  live  the  more  am  I  convinced  that  ovaries  which 
were  quite  amenable  to  medical  treatment  have  been  removed 
when  they  might  have  been  retained,  and  their  health  com- 
pletely re-established.  At  the  same  time  I  do  not  wish 
to  be  dogmatic  on  this  point,  and  I  thoroughly  believe 
that  a  great  amount  of  suffering,  ill-health  and  unhappi- 
ness  might  be  averted  by  the  judicious  employment  of 
surgery ;  but  this  should  only  be  resorted  to  after  a  fair 
trial  of  medical  treatment  has  been  carried  out,  and  this 
is  the  one  point  that  I  wish  to  be  thoroughly  sifted.  I, 
however,  take  exception — though  it  is  with  considerable 
deference  that  I  do  so— to  Dr.  Routh's  statements  with 
regard  to  the  tapping  of  cysts  by  means  of  the  aspirator,  as 
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there  can  be  no  doubt  whatever  that  if  such  a  course  is  de- 
sirable a  much  more  preferable  method  of  treatment  would 
be  to  remove  the  cysts  in  Mo,  seeing  this  can  be  done  with 
so  little  risk  to  the  life  of  the  patient  So  far  as  I  can  gather 
from  Dr.  Jessett's  remarks,  I  infer  that  he  is  quite  in  harmony 
with  my  views  regarding  the  effects  of  laceration  of  the  cervix 
upon  the  ovaries.  Yet  it  hardly  seems  probable  that  it 
is  in  every  instance  or  altogether  through  lymphatics  that 
such  secondary  affections  take  place.  If  this  were  the  case 
we  would  have  the  ovaries  assuming  more  the  character  of  an 
orchitis  than  they  usually  do  in  such  circumstances,  and  sup- 
puration of  the  ovaries  would  be  more  frequently  met  with. 
I  therefore  hold  that  the  lymphatics,  though  responsible  to  a 
limited  extent,  are  not  so  much  concerned  in  the  production 
of  chronic  affections  of  the  adnexa,  as  the  effects  produced 
by  the  laceration  upon  the  vaso-motor  system  of  nerves  acting 
upon  the  circulation  of  the  parts.  I  can  quite  comprehend 
that  the  removal  of  the  appendages  will  not  in  every  instance, 
even  where  this  operation  seems  imperative,  remove  the  pain- 
ful symptoms  which  one  meets  with  in  a  certain  class  of  pelvic 
disease,  as  evidenced  by  the  cases  detailed  by  Dr.  Jessett. 

Dr.  Mansell  Moullin  would  seem  to  infer  that  my  diag- 
nosis may  not  have  been  altogether  correct  when  I  stated 
that  over  two  hundred  cases  of  ovarian  disease  had  passed 
under  my  notice  during  the  past  twelve  months.  I  quite 
admit  that  I  may  have  been  wrong  in  many  instances,  but  when 
I  mention  two  hundred  cases  I  very  much  underestimated 
the  number  of  patients  suffering  from  chronic  disease  of  the 
adnexa  that  passed  under  my  notice  during  the  past  year. 
In  all  the  instances  which  I  have  enumerated  my  diagnosis 
did  not  rest  solely  upon  my  own  opinion,  but  also  upon  that 
of  one  of  my  colleagues,  and  I  felt  quite  justified  when  I  said 
that  at  least  three-fourths  of  these  women  will  recover  with- 
out any  surgical  interference,  and  be  restored  to  health  by 
the  medical  means  which  I  have  so  long  recmmoended  in 
these  affections.  It  has  been  stated  that  I  am  very  much  in 
favour  of  intra-uterine  medication;  that  I  am  very  much 
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inclined  to  look  upon  this  as  a  panacea  in  diseases  of  the 
adnexa.  If  this  be  the  case,  and  I  employ  intra-uterine 
medication — which  I  believe  I  do — to  a  greater  extent,  or  at 
least  to  as  great  an  extent,  as  any  man  living,  then  I  hold 
from  that  very  fact  that  I  am  enabled  to  pass  judgment  upon 
it  quite  as  competently  as  any  of  my  contemporaries,  and 
therefore  my  conclusions  and  results  must  have  as  great 
weight  as  those  of  anyone  else.  Certainly,  did  I  not  obtain 
results  which  I  consider  eminently  satisfactory,  I  would  not 
continue  this  means  of  treating  uterine  disease ;  but  the  longer  I 
do  employ  it  the  more  am  I  inclined  to  estimate  it  as  a  safe 
and  potent  remedy,  not  only  in  diseases  of  the  uterus  per  u, 
but  in  those  of  the  adnexa  also.  Dr.  Mansell  MoulHn  seems 
to  think  that  were  I  to  leave  the  cases  which  I  treat  through 
the  uterus  to  simple  rest,  I  would  get  equally  good  results. 
On  this  point  I  differ  in  toto  from  him.  As  a  matter  of  fact 
none  of  my  cases  have  been  enjoined  the  rest  which  he  seems 
to  think  I  advise  in  conjunction  with  my  treatment,  for  as  a 
rule  my  patients  are,  to  a  moderate  extent,  engaged  during 
the  whole  course  of  treatment  in  their  daily  avocations.  Mr. 
Lawson  Tait  has  asked  me  to  define  the  phrase  of  "  unsexing 
a  woman.11  Well,  I  believe  that  a  woman's  sex  depends 
entirely  upon  the  fact  that  she  possesses  ovaries.  If  these 
ovaries  are  able  to  perform  their  functions,  and  are  not  in  a 
pathological  condition  which  is  incurable — if  this  woman  is 
subjected  to  operation  and  her  ovaries  are  removed,  she  is 
unsexed  by  this  act  On  the  other  hand,  if  the  disease  is 
advanced  to  such  a  degree  that  the  functions  of  the  ovaries 
are  annihilated,  I  hold  that  the  operative  treatment  does  not 
unsex,  for  the  simple  and  cogent  reason  that  the  existing 
disease,  by  rendering  the  ovaries  useless  so  far  as  their 
functions  arc  concerned,  has  brought  about  the  conditions 
referred  to.  In  short,  the  surgeon  unsexes  a  woman  who 
removes  ovaries  which  are  amenable  to  medical  treatment, 
but  does  not  do  so  when  the  disease  is  advanced  so  far  as  to 
render  them  useless.  Mr.  Lawson  Tait  does  not  mean  to 
infer,  surely,  that  I  would  hesitate  to  remove  diseased  ovaries 
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even  if  they  were  to  an  extent  able  to  perform  their  functions, 
if  they  were  the  seat  of  disease  which  rendered  the  woman's 
life  unbearable  from  the  acute  suffering  which  their  retention 
involved.  At  the  same  time  I  would  hesitate  to  operate 
without  first  endeavouring  to  restore  health  to  the  dis- 
eased organs  by  a  judicious  and  somewhat  prolonged 
treatment  by  medical  means.  If  this  failed  then  all 
hesitation  would  disappear,  and  I  would  not  have  the 
slightest  reluctance,  if  the  patient  wished  it,  to  resort  to 
surgical  means  for  her  relief.  I  do  hold  that  it  is  wrong 
to  remove  the  organs  for  inflammation  if  there  were  the 
remotest  possibility  of  relieving  them  by  the  more  benign 
and  less  obnoxious  method  of  treatment  by  medical  means. 
We  know  quite  well  that  it  is  customary  to  resort  to  surgery 
in  cases  of  inflammatory  affections  of  the  eyeball,  with  a 
view  to  saving  the  sight  of  the  other  eye,  but  then  it  must  be 
borne  in  mind  that  acute  inflammation  of  the  eyeball  is  not 
quite  analogous  to  inflammation  of  the  ovaries,  because  the 
essential  feature  of  the  eyeball  consists  in  the  cornea  retain- 
ing its  transparency,  whereas  in  the  ovary  no  such  analogy 
exists.  For  example,  no  one  would  think  of  removing  a 
testicle  which  was  the  seat  of  orchitis  with  the  view  of  saving 
the  other  testicle  ;  nor  would  he  meditate  the  removal  of  an 
inflamed  testicle  because  it  was  inflamed,  without  in  the  first 
place  employing  every  means  to  reduce  that  inflammation, 
and  thus  rendering  the  organ  useful  again. 

I  quite  agree  with  Mr.  Mayo  Robson  that  the  practical 
results  must  outweigh  any  sentimental  objections,  and  senti- 
mentality is  a  thing  that  I  would  abjure  and  scorn  in  the 
treatment  of  diseases  of  the  appendages.  As  I  have  before 
remarked,  sentimentality  has  barred  the  way  to  progress  in 
the  treatment  of  these  diseases.  At  the  same  time  we  must 
not  forget  that  the  feelings  of  those  who  are  adverse  to  the 
operation  must  be  considered,  and  our  duty  is  to  point  out  to 
them  the  fallacy  under  which  they  are  inclined  to  labour, 
and  to  endeavour  to  demonstrate  to  them  that  we  are  not 
carried  away  by  any  opinions  which  to  them  may  appear 
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extreme  and  unreasonable!  but  that  it  is  conviction  based 
upon  extensive  experience  which  compels  us  to  advance  and 
uphold  the  views  which  we  entertain.  Our  position  now  is 
so  secure  that  wc  can  almost  guarantee  an  immunity  from  risk 
if  the  operation  is  carefully  carried  out  by  competent  hands. 

Dr.  Heywood  Smith's  views  coincide  so  much  with  those 
that  I  have  expressed  in  the  paper  before  the  Society  that 
it  seems  quite  superfluous  on  my  part  to  occupy  your  time  by 
any  remarks  further  than  to  express  my  satisfaction.  I  must 
confess,  however,  that  I  was  much  surprised  to  hear  Dr. 
Parsons'  views  upon  the  impotence  of  gonorrhoea  as  a  casus 
morbi.  I  was  also  quite  unprepared  to  hear  that  he  paid  so 
little  heed  to  lacerations  of  the  cervix  as  a  cause  of  disease  in 
the  adnexa.  Dr.  Bantock  spoke  of  unsexing.  Of  course  I 
can  only  apply  the  term  to  those  operations  which  are  un- 
necessary, and  the  performance  of  which  would  necessitate 
the  removal  of  appendages  which  were  capable  of  recovery. 
Fyo-salpinx,  contrary  to  his  view,  in  my  opinion  invariably 
results  from  inflammation  of  the  endometrium,  whether  that 
be  due  to  specific  disease  or  to  simple  inflammatory  action. 
The  Fallopian  tubes,  so  far  as  I  can  conclude,  are  affected, 
not  by  metastasis,  but  by  direct  communication  through  their 
continuity  of  tissue. 

Dr.  Bantock  somewhat  surprised  me  when  he  stated  that 
he  believed  diseased  ovaries  never  got  well.  Now,  I  can 
demonstrate  that  not  only  do  they  get  well,  but  that  it  is 
quite  possible  to  have  them  restored  to  perfect  health  and 
competency,  and  thus  be  able  to  perform  all  the  functions  for 
which  they  were  intended.  I  have  had  innumerable  instances 
of  diseased  ovaries  being  restored  to  perfect  health  and 
functional  activity  by  means  of  the  treatment  which  I  here 
advocate. 

Dr.  Bantock  also  stated  that  he  considered  curetting 
to  be  dangerous  when  the  ovaries  are  affected.  This  con- 
clusion would  certainly  strengthen  the  arguments  which  I 
have  endeavoured  to  advance  in  connection  with  this  paper, 
for  why  should  a  temporary  and  very  transient  irritation 
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of  the  endometrium  have  any  deleterious  effect  on  the  ovaries 
if  the  relation  of  these  two  organs  were  not  very  intimate  ? 
Why  should  the  curette  endanger  the  ovaries  if  the  ovaries 
were  not  primarily  affected  through  the  endometrium  ?  It  is 
upon  the  very  arguments  that  Dr.  Bantock  has  advanced 
against  such  a  proceeding  that  I  base  my  line  of  treatment. 

I  was  also  quite  unprepared  to  hear  the  statements  that 
have  been  made  with  reference  to  displacements  of  the  uterus 
and  the  inutility  of  tampons  to  act  as  supports.  It  seems  to 
me  that  a  great  deal  has  been  taken  for  granted  with  refer- 
ence to  the  supports  of  the  uterus.  So  far  as  I  can  gather 
from  an  extensive  and  careful  investigation,  the  uterus  does 
not  depend  upon  its  so-called  supports  for  the  position  it  is 
enabled  to  retain  in  its  healthy  condition.  I  do  not  believe 
that  either  the  round  ligament  or  the  broad  ligaments  have 
the  slightest  influence  in  acting  as  supports  to  this  organ. 
The  sacro-uterine  ligament  exerts  some  influence  certainly, 
but  by  far  the  most  potent  agent  extrinsic  to  the  uterus  itself 
in  retaining  this  organ  in  its  normal  position  is  the  integrity 
of  the  vagina,  but  by  far  the  most  important  factor  concerned 
is  the  healthy  condition  of  the  uterine  walls.  In  no  instance 
will  you  find  the  uterus  displaced  without  the  malposition 
being  co-incident  with  an  unhealthy  condition  either  of  the 
walls  of  the  uterus  or  of  the  normal  supports  of  the  vagina. 
I  have  special  reference  when  I  say  this  to  the  integrity  of 
the  perinaeum.  I  would  only  repeat  that  the  more  I  consider 
the  subject  to  which  I  have  so  long  given  my  attention,  and 
which  I  have  brought  before  the  Society  at  this  time,  I  am 
more  and  more  convinced  that  diseases  of  the  adnexa,  in  nine 
cases  out  of  ten,  have  their  origin  in  uterine  mischief,  which, 
if  treated  by  the  means  which  I  myself  adopt,  and  which  I  so 
strongly  recommend,  would  stop  short  at  the  uterus  and  thus 
prevent  any  interference  either  surgical  or  medical  with  the 
ovaries  or  tubes. 

The  Society  then  adjourned. 
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The  following  were  proposed  for  election: — Dr.  John 
Cronin,  Blyth;  Dr.  M.  M.  Brodley,  Jarrow-on-Tyne ;  Dr. 
George  W.  Johnstone,  Fence  Houses,  Durham;  Dr.  S. 
Fielden,  Shildon ;  Dr.  W.  Gowans,  South  Shields ;  Dr.  M. 
Young,  Hartlepool ;  Dr.  Jas.  Drummond,  South  Shields  ;  Dr. 
J.  A.  Goggans,  Alabama,  U.S. A. 

The  following  were  elected  members  of  the  Society : — 
Dr.  W.  Petter,  Dr.  W.  C.  Beattey,  Dr.  D.  Drummond,  Mr.  J. 
R.  Morison,  Mr.  F.  Page,  and  Dr.  G.  H.  Philipson. 

Specimens. 

Dr.  Heywood  Smith  showed  two  ovaries  in  the  second 
stage  of  cirrhosis,  removed  on  the  14th  ult.  from  a  married 
woman,  aged  twenty-eight,  who  had  had  two  children  and 
two  abortions.  She  had  been  complaining  of  pain  in  the  left 
inguinal  region  since  the  last  abortion,  seven  years  ago,  when 
there  was  a  good  deal  of  haemorrhage.  She,  moreover,  sus- 
tained a  severe  chill  at  Christmas  of  last  year,  on  the  last  day 
of  her  period.  Since  that  time  she  had  been  a  chronic 
invalid.  She  had  chronic  retroversion  of  the  uterus,  which 
had  been  treated  by  means  of  pessaries.  The  left  ovary  felt 
enlarged  and  tender,  and  she  had  been  quite  bedridden  for 
twelve  weeks  prior  to  the  operation.  She  was  a  woman 
whose  flesh,  according  to  her  own  account,  always  healed 
badly.  Though  the  operation  was  performed  on  April  14th, 
she  was  hardly  well  yet.  There  had  been  some  effusion  into 
the  broad  ligament,  but  she  was  practically  well  from  that 
and  was  relieved  from  her  pain. 
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The  second  specimen  was  removed  on  the  5th  inst,  and 
already  the  patient  was  infinitely  better.  She  never  had  a 
temperature  over  99.6  F.  She  was  twenty-eight  years  of  age 
and  single.  It  proved  to  be  a  dermoid  cyst,  the  size  of  a 
tangerine  orange,  situated  in  the  right  cul-de-sac.  Unfortu- 
nately, he  was  unable  to  save  the  other  ovary.  He  called 
attention  to  the  curious  fact  that  the  hairs  in  the  cyst  were 
very  fair  and  fine,  though  the  patient  herself  was  dark  and 
her  hair  perfectly  black. 

Dr.  Fenton  said  it  would  be  interesting  to  have  the 
opinion  of  a  skilled  pathologist  with  regard  to  these  ovaries. 
Personally,  he  confessed  that  he  was  unable  to  distinguish 
them  from  healthy  normal  ovaries.  He  asked  on  what  signs 
Dr.  Heywood  Smith  relied  in  arriving  at  the  diagnosis  of  the 
second  stage  of  cirrhosis,  and  how  the  condition  could  be  re- 
cognised before  removal.  He  pointed  out  that,  the  patient 
being  only  twenty-eight  years  of  age,  it  was  worth  consider- 
ing whether  the  ovaries  were  sufficiently  diseased  'to  render 
their  removal  indispensable. 

Dr.  Routh  said  he  had  understood  that  the  patient  had 
been  ill  for  seven  years,  and  he  asked  whether  it  was  the  case 
that  she  had  had  her  two  children  during  that  time. 

Dr.  INGLIS  PARSONS  remarked  that  one  ovary  was 
decidedly  larger  than  the  other,  and  he  asked  why  the  ovary 
of  normal  size  had  been  removed. 

Dr.  Fenton  proposed  that  the  ovaries  should  be  referred 
to  the  pathological  committee  for  examination  and  report. 

The  President  concurred  in  the  suggestion,  which  was 
then  agreed  to,  Dr.  Heywood  Smith's  reply  being  reserved  for 
the  production  of  such  report. 

Mr.  Jessett  said  he  would  really  like  to  know  why  these 
ovaries  had  been  removed.  Doubtless  Dr.  Smith  had  some 
tangible  reason  for  so  doing,  apart  from  any  question  as  to 
their  pathological  condition.  He  thought  it  would  be  prefer- 
able for  Dr.  Smith  to  reply  on  this  point  at  once. 

The  President,  however,  adhered  to  the  view  that  it 
would  be  preferable  that  Dr.  Smith's  reply  should  be  made 
on  the  report  being  forthcoming. 
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Dr.  Barnes  observed  that  in  his  experience  the  hair 
found  in  these  tumours  was  usually  light 

Dr.  Inglis  Parsons  showed  an  instrument  adapted  from 
Erichsen's  catheter,  to  allow  of  the  application  of  caustics  to 
the  interior  of  the  uterus. 

Dr.  Routh  said  he  had  picked  up  an  instrument  like 
the  one  before  them  at  a  sale.  The  instrument  rapidly  de- 
teriorated when  used,  and  was  therefore  not  practical.  He 
remarked  that  Messrs.  Krohne  and  Sesemann  had  a  similar 
instrument  in  ebonite,  which  did  not  become  corroded. 

Dr.  Rasch  described  an  instrument  which  he  used,  con- 
sisting of  a  tube  with  small  holes  at  one  end  and  a  rubber  ball 
at  the  other. 

The  President  said  the  great  objection  was  the  smallness 
of  the  holes.  Years  ago  he  had  bought  one  of  the  instru- 
ments devised  by  Dr.  Barnes,  but  the  holes  soon  became 
blocked  if  one  attempted  to  apply  chromic  acid,  &c. 

Dr.  Barnes  concurred  in  the  view  that  it  was  better  to 
apply  such  fluid  through  the  speculum.  Apart  from  the 
question  of  diagnosis,  this  procedure  was  easier  for  both  the 
practitioner  and  the  patient. 

Dr.  Vincent  Dickinson  said  they  had  three  instruments 
of  the  kind  at  St  George's  Hospital,  the  one  for  nitric  acid 
being  of  platinum. 

Dr.  Parsons  said  he  did  not  propose  necessarily  to  dis- 
pense with  the  use  of  the  speculum.  He  had  used  the  instru- 
ment on  a  number  of  patients,  and  none  of  them  complained 
on  account  of  its  size. 

Some  Interesting  Annotations  on  Twenty-five  Consecutive  and 
Successful  Abdominal  Operations  at  the  Hospital  for 
Women,  So  ho  Square.    By  Dr.  Holland. 

At  the  time  this  series  of  cases  was  initiated  the  several 
eras  of  no-spray,  spray  and  strict  Listerism,  spray  and  modi- 
fied Listerism,  thymol  air,  &c,  were  dawning,  culminating  or 
setting  in  the  mental  arena  of  many  sections  of  philosophical 
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observers ;  and  the  antiseptic  system,  as  practised  by  Lister, 
was  regarded  by  a  large  leading  of  the  community  as  the 
only  one  under  which  operative  procedures  should  ever  be 
undertaken,  and,  in  fact,  that  it  was  almost  criminal  to  do 
otherwise.  As  time  rolled  on,  however,  many  opportunities 
presented  themselves  to  me  of  critically  noting  the  best  and 
worst  results  of  other  operators,  devotees  of  the  spray,  and 
though  at  the  onset  the  Listerians  appeared  to  have  a  sud- 
denly developed,  and  extraordinary  success,  as  compared 
with  previous  efforts,  this  run  of  primd  facie  luck  was  not 
maintained,  and  I  had  no  difficulty  in  arriving  at  the  conclu- 
sion that  the  temporary  successes  were  more  directly  asso- 
ciated with  an  increasing  experience,  and  with  a  sequence  of 
less  complicated  cases,  than  with  rigid  Listerism — that  the 
activity  of  the  spray  as  an  antiseptic,  was,  in  a  high  degree 
problematical ;  and,  that  its  use,  whilst  always  attended  with 
disadvantages,  was,  not  unfrequently  perilous  to  patient  and 
operator  alike.  With  such  settled  convictions  as  these  I 
discarded  the  spray,  the  thymol  air,  and  the  inevitable  para- 
phernalia, observing,  however,  strict  cleanliness  in  a  simple 
way,  and  judicious  hygienic  precautions,  and  the  result  was 
so  far  satisfactory  and  gratifying  that  twenty-five  abdominal 
operations,  the  majority  of  which  were  grave  and  complicated, 
were  consecutively  carried  to  a  successful  issue,  and  they 
were  of  the  following  nature :  seven  for  the  removal  of  the 
appendages,  fifteen  for  ovarian  tumours  and  broad  ligament 
cysts,  and  three  for  fibro-myomata  of  the  uterus.  Of  the 
seven  operations  for  removal  of  the  appendages  one  was 
undertaken  for  double  pyosalpinx,  one  for  hystero-neurosis, 
and  five  for  chronic  and  intractable  disease.  In  the  pyosal- 
pinx case  the  relief  was  prompt,  complete  and  permanent ; 
the  induced  climateric  moderately  pronounced,  and  the  sexual 
feelings  unimpaired.  The  hystero-neurosis  case  occurred  in 
a  refined  single  woman.  The  induced  climateric  was  pro- 
nounced, and,  notwithstanding  much  relief  to  local  pain,  the 
neurotic  condition  was  (a  year  afterwards)  but  little  ame- 
liorated.   Of  the  five  others  in  which  there  was  more  or  less 
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evidence  of  local  disease,  both  ovaries  and  tubes  were 
removed  in  four,  and  in  the  fifth  one  ovary  only  could  be 
taken  away.  In  three  of  these  five  cases  the  relief  was 
immediate,  and  really  good  health  was  soon  established.  In 
the  fourth — the  one  in  which  one  ovary  alone  could  be 
got  away  an  abscess  formed,  which  was  followed  by  a  sinus 
that  would  not  close  until  a  ligature  had  escaped  (three 
months  afterwards)  and  this  patient,  a  single  woman,  was 
scarcely  benefited  by  the  operation.  The  fifth  case  is  still 
passing  through  an  induced  climateric  which  is  troubling 
her  much,  and,  at  present,  her  condition  is  not  nearly  so 
satisfactory  as  that  of  the  other  three  in  which  the  relief  was 
immediate.  Four  of  these  seven  cases  may  be  regarded  as 
married  women,  and  in  all  the  sexual  condition  remained 
unchanged.  The  fifteen  other  cases  comprised  thirteen 
ovariotomies  and  two  cases  of  broad  ligament  cysts,  and  only 
a  few  interesting  details  of  each  will  be  reproduced. 

Case  I. — M.,  aet.  thirty-eight,  tumour  up  to  umbilicus ; 
noticed  a  year;  very  solid  and  uneven  to  feel.  After  fifth 
month  of  existence  the  patient  experienced  sudden  attacks 
of  abdominal  pain,  at  irregular  intervals,  which  were  attended 
with  sickness  and  faintness,  and  followed  by  severe  and 
protracted  haemorrhage,  but  the  uterus,  which  was  easily 
differentiated,  was  not  enlarged.  Operation :  broad  adhesions 
to  anterior  abdominal  wall,  omentum  and  intestines.  Abdo- 
minal cavity  deluged  with  stringy  colloidal  matter.  A  large 
multilocular  cyst  enclosing  many  secondary  cysts,  a  consider- 
able amount  of  blood  clot,  and  much  solid  matter.  One  cyst 
obviously  ruptured ;  pedicle  small.  The  patient  recovered 
easily.  Eighteen  months  after  this  operation  the  abdomen 
was  again  opened  for  extreme  ascites,  and  a  tumour  which 
turned  out  to  be  a  malignant  papilloma  of  the  omentum, 
was  carefully  ligated  off.  The  patient  survived  this  second 
operation  two  months. 

Case  II. — M.,  weak  and  emaciated,  aet  thirty-two,  suffering 
from  chronic  bronchitis  and  emphysema.  Four  months  before 
admission  was  tapped  to  four  gallons.  Tumour  now  up  to  um- 
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bilicus,  broad  transversely,  and  having  its  shortest  vertical 
measurement  in  the  middle  line.  Operation :  two  tumours, 
on  the  right,  a  polycyst  with  four  broad  attachments  and 
undergoing  papillomatous  degeneration ;  on  the  left  a  prac- 
tically solid  tumour  without  adhesions.  This  patient  recovered 
easily. 

Case  III. — A  widow,  aet.  forty-six ;  ill  a  year ;  breathing 
much  distressed,  legs  and  feet  cedematous,  and  the  urine 
albuminous.  Tumour  elastic  and  fluctuant,  and  having,  like 
the  preceding  case  its  shortest  vertical  depth  in  the  mid-line. 
At  the  operation  a  long  wound  was  necessitated  in  conse- 
quence of  adhesions  to  the  abdominal  wall,  intestines  and 
omentum,  and  the  tumour  found  to  be  double ;  the  left,  semi- 
solid had  adhesions  in  the  pelvis  and  to  the  colon ;  the  latter 
bled  freely  and,  at  one  spot,  the  wall  of  the  gut  was  torn 
through  to  the  mucous  membrane  for  about  a  line  in  width 
and  four  lines  in  length,  and  was  so  left.  The  right  tumour 
was  more  cystic  and  had  an  adhesion  to  the  liver,  as  well  as 
others  less  important.  There  was  also  considerable  ascites. 
This  patient  recovered  easily  from  this  serious  and  protracted 
operation. 

Case  IV. — S.,  aet.  thirty-one,  tumour  practically  solid, 
covered  with  adherent  omentum ;  wound  five  to  six  inches. 
Progress  most  satisfactory. 

CASE  V. — M .,  aet.  sixty ;  tumour  of  three  years'  duration ; 
general  condition  most  unpromising;  bronchitis  and  emphy- 
sema, anasarca,  and  the  urine  scanty,  albuminous  and  con- 
taining granular  casts.  The  operation  was  precipitated  by 
suppression  of  urine,  and  revealed  one  sided  polycyst  After 
the  operation  ten  ounces  of  urine  were  secreted  in  six  hours ; 
the  albumen  disappeared  in  a  few  days,  the  wound  healed 
well,  and  the  patient  was  discharged  within  the  month. 

CASE  VI.  was  that  of  a  wiry  old  woman  aet.  seventy-six 
with  a  large  polycyst,  but  otherwise  healthy,  and  having  a 
good  appetite.  The  after-treatment  was  destitute  of  all 
restraint  as  to  position,  and  as  there  was  hunger  the  day  after 
the  operation,  she  was  allowed  to  eat.  The  wound  healed  as 
readily  as  in  the  young,  and  she  recovered  quite  as  rapidly. 
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Case  VII.  presented  a  uniform  enlargement  of  the  abdo- 
men, with  a  history  of  two  or  three  months'  duration.  The 
whole  anterior  surface  of  the  tumour  was  dull,  the  fluctuation 
free  and  distinct,  but  the  functions  of  the  bladder  and  rectum 
were  more  interfered  with  than  is  usual  in  ovarian  tumours, 
and  the  diagnosis  doubtful.  At  the  operation  a  cystic  tumour 
was  found  in  the  left  broad  ligament  undergoing  papillo- 
matous degeneration,  and  a  small  fungating  papillomatous 
growth  was  attached  to  the  right  tube  and  ovary.  The 
recovery  was  rapid  and  satisfactory. 

Case  VIII.  had  been  re-admitted  several  times,  and  was 
a  chronic  invalid  with  small  pelvic  tumours.  At  the  opera- 
tion both  ovaries  were  found  diseased  from  cystic  degeneration 
and  were  considerably  enlarged.  On  the  right  was  an  over- 
grown cyst  containing  grumous  material  which  ruptured 
under  manipulation,  and  on  the  left  was  a  similar  over- 
grown cyst  with  thin  walls  and  clear  contents.  The  pelvis 
was  washed  out  in  this  case,  and  the  recovery  was  easy: 

Case  IX.  was  that  of  a  childless  married  woman,  aet 
thirty-two,  who  had  suffered  for  eighteen  months  from  severe 
constipation,  bladder  troubles  and  procidentia  uteri  to  the 
last  degree.  Externally,  the  tumour  appeared  to  be  one  large, 
irregular,  and  fixed  cyst  of  unilateral  development.  At  the 
operation  a  cyst  was  found  in  each  broad  ligament  and 
closely  approximated  by  wedging.  Pedicles  were  obtained 
without  enucleation,  but,  being  long,  had  to  be  lock-laced. 
The  patient  made  a  satisfactory  recovery. 

Case  X.  was  practically  interesting  from  the  fact  that 
the  patient  was  an  extremely  delicate  young  woman,  recently 
convalescent  from  a  second  attack  of  tubercular  pneumonia. 
The  cyst  was  of  moderate  size,  and  practically  monocystic, 
and  was  removed  through  an  incision  little  over  an  inch  long, 
but  the  wound  broke  down  and  suppurated,  and  was  some 
time  in  healing;  The  recovery,  however,  was  quite  satis- 
factory. 

Case  XI.  was  interesting  in  consequence  of  the  doubt 
that  prevailed  as  to  its  precise  nature,  owing  to  its  large  size 
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and  its  remarkable  fixidity.  It  turned  out  to  be  a  double 
dermoid,  the  right  cyst  being  large,  and  adherent  over  its 
whole  anterior  surface  up  to  the  liver,  the  left  one  smaller,  but 
also  encompassed  with  adhesions.  These  tumours  were 
removed  through  a  comparatively  small  incision  by  first 
tying  and  dividing  the  pedicle,  and  then  making  traction  on 
the  posterior  wall  of  each  cyst,  from  above  downwards.  The 
patient  recovered  easily. 

Case  XII.  had  also  universal  adhesions  to  the  anterior 
abdominal  wall,  as  well  as  adhesions  to  the  intestines  and 
omentum.  The  tumour  was  a  polycyst  in  which  one  cyst 
had  largely  outgrown  the  others,  and  the  patient  progressed 
satisfactorily. 

Case  XIII.  was  a  dermoid  with  twisted  pedicle.  The 
patient,  whilst  waiting  for  operation,  was  suddenly  seized 
with  acute  pain  in  the  region  of  the  tumour ;  this  was  followed  i 
by  collapse,  and  after  reaction  by  symptoms  of  acute  peri* 
tonitis,  with  swelling  and  tenderness  of  the  tumour.  It  was 
clear  an  accident  had  happened  to  the  tumour,  and,  after  a 
consultation  with  my  colleagues,  I  proceeded  to  operate. 
The  tumour  was  found  to  be  about  the  size  of  a  foetal  head  at 
term,  of  a  deep  blueish-black  colour,  and  marbled  over  with 
greatly  distended  veins  and  extravasated  blood.  The  pedicle 
was  thrombosed,  as  well  as  the  cyst  wall ;  there  was  also 
blood  clot  in  the  interior  of  the  cyst.  The  pedicle  required 
an  entire  turn  and  a-half  to  right  itself.  The  patient  quickly 
recovered,  and  was  obviously  rescued  from  a  very  early  and 
untimely  grave  by  the  timely  operation. 

Case  XIV.  was  that  of  a  girl  of  seventeen,  who  had  been 
in  the  hospital  several  times  for  bilateral  ovarian  disease.  She 
suffered  from  attacks  of  petit  ma],  and  had  never  menstruated. 
There  was  no  history  of  abdominal  pain,  and  no  molimena, 
but  the  tumours  were  decidedly  growing,  and  the  neurotic 
attacks  advancing.  At  the  operation  both  ovaries  were  found 
in  a  state  of  dermoid  degeneration,  and  about  three  times 
their  natural  size.  The  patient  recovered  easily  from  the 
operation,  and  has  had  no  neurotic  attacks  since  (a  year  ago). 
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Case  XV.  was  somewhat  unique.  The  patient  was 
operated  upon  for  cystic  degeneration  of  both  ovaries,  and 
considerable  hydrosalpinx  on  both  sides,  with  indescribable 
pelvic  adhesions.  Recurring  haemorrhage  occurred,  and  the 
abdomen  was  re-opened,  this  occurred  a  second  and  a  third 
time ;  the  last  (fourth)  opening  was  performed  twenty  hours 
after  the  primary  operation,  to  recover  a  sponge  alleged  to 
be  missing  and  lost  At  this  operation  the  whole  of  the 
stitches  were  taken  out;  the  intestines,  now  adhering  from 
adhesive  peritonitis,  were  separated  and  brought  outside  to 
make  exhaustive  the  search,  but  no  sponge  was  found,  and 
the  abdominal  cavity  was  flushed,  the  intestines  replaced,  and 
the  wound  again  closed.  This  patient,  who  had  thus  under- 
gone four  anaesthizations  and  four  operations  in  twenty  hours 
made  a  good  recovery,  but  the  abdominal  wound  inflamed  and 
sloughed,  and  by  that  she  was  some  time  detained  in  the 
hospital.  The  hysterectomies  during  this  period  were  three 
in  number,  two  being  undertaken  for  haemorrhage  alone,  and 
the  third  partly  from  haemorrhage,  but  mainly  from  bulk,  and 
the  obviously  rapid  growth  with  developing  elasticity.  The 
first  twQ  were  solid  fibro-myomata,  some  seven  or  eight 
pounds  in  weight,  and  the  last  a  cystic  fibro-myoma  about  the 
same  weight.  They  were  all  treated  extra-peritoneally  by 
the  serre  nceud,  and  one  transfixing  pin  only  was  used.  The 
stumps  were  cut  off  on  the  ninth  or  tenth  day,  and  the  wounds 
closed  in  five  or  six  weeks. 

In  all  these  operations  I  was  ably  assisted  by  my  accom- 
plished colleague,  Dr.  Oliver,  and  the  successful  issue  of  the 
cases  was  largely  owing  to  the  coolness  and  earnestness  with 
which  he  supplemented  all  my  shortcomings. 

Dr.  BARNES  said  that  a  series  of  observations  of  this  kind 
opened  up  so  many  points  that  it  was  impossible  to  do  more 
than  allude  to  one  or  two  of  the  more  salient  In  relation  to  the 
albuminuria  which  occurred  in  these  cases  he  pointed  out  the 
great  analogy  that  existed  between  this  condition  and  that  in 
pregnancy,  in  which  it  was  due  to  pressure  upon  the  kidneys 
leading  to  the  accumulation   of  poisonous  matters  in  the 
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blood,  which  continued  until  the  pressure  was  taken  off,  i.e., 
until  labour  was  over.    He  had  recently  been  called  to  a  case 
in  Switzerland  of  this  very  kind.    It  was  a  common  history, 
and  it  was  just  one  of  the  points  upon  which  the  special 
physician,  he  who  made  a  speciality  of  renal  cases,  did  not 
fully  appreciate.    They  themselves  were  not  special  physi- 
cians in  this  sense  of  the  word.    They  looked  all  over  the 
system  to  see  where  the  mischief  was.    It  afforded  another 
illustration   of  what  he  had   often   advanced,  viz.,  that  a 
specialist  was  one  who  voluntarily  limited  his  view  to  one 
organ  or  set  of  organs.    When  they  were  called  upon  to  meet 
physicians  of  this  kind  in  such  a  case  they  generally  found 
them  very  reluctant  to  remedy  the  condition  by  bringing 
pregnancy  to  an  end.    If  one  gave  way  to  them  there  was 
the  prospect  of  the  patient  going  on  from  bad  to  worse,  of 
the  albuminuria  increasing,  of  convulsions  occurring,  and  so 
on,  to  the  peril  of  her  life.    To  attempt  to  cure  a  disease 
while  leaving  the  cause  still  existing  was  most  illogical  and 
most  unscientific.    Not  long  since  he  had  a  case  of  the  kind 
to  fight  out  with  one  of  the  most  eminent  renal  specialists. 
Though  a  case  of  the  most  aggravated  kind  he  could  not 
induce  him  to  consent  to  the  induction  of  labour.    Some 
cases  admitted  of  a  compromise,  but  in  his  opinion  this  was 
not  one  of  them.    In  this  particular  case  he  had  spoken  out 
strongly.    He  had  steadfastly  refused  to  discuss  the  question 
of  a  compromise.     He  had  proposed  that  they  should  lay 
their  respective  views  before  the  husband  and  leave  him  to 
judge,  but  added  that  if  it  were  decided  otherwise  he  should 
withdraw  from  the  case,  and  decline  to  accept  any  share  in 
the  responsibility.    In  that  case  labour  was  ultimately  brought 
on,  and  the  patient  had  done  remarkably  well,  and  had  since 
had  a  living  child.     There  was  an  analogy  between  these 
cases  and  those  of  cystic  disease  of  the  ovaries  where  the 
same  pressure  was  brought  about  upon  the  kidneys  or  circu- 
lation.   They  were  not  so  severe  as  in  pregnancy,  it  was  true, 
and  he  never  remembered  having  seen  convulsions  from  albu- 
minuria caused  by  the  pressure  of  such  tumours,  but  if  the 
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condition  were  allowed  to  persist  the  result  was  confirmed 
Bright's  disease.  Up  to  a  certain  stage  the  albuminuria  was 
merely  functional,  but  if  not  remedied  structural  lesion  re- 
sulted, and  even  if  the  tumour  were  then  recovered  the  con- 
dition of  the  kidneys  would  not  then  be  modified.  Whenever 
albumen  was  present  therefore,  they  ought  to  remove  the  cause 
and  then  the  kidney  might  recover  just  as  it  did  in  pregnancy. 
Even  in  pregnancy  if  the  condition  were  not  relieved  organic 
changes  might  take  place  in  the  kidneys.  These  remarks 
were  particularly  interesting  in  respect  of  one  of  the  cases  in 
which  the  albuminuria  had  disappeared  on  the  removal  of  the 
tumour.  He  thought  the  cases  constituted  a  valuable  addition 
to  the  records  of  the  Society. 

Mr.  John  W.  Taylor  congratulated  the  author  on  his 
success,  commenting  on  some  of  the  cases  reported.  The 
case  of  removal  of  the  appendages  for  neurosis  was  un- 
successful in  removing  pain,  and  so  formed  an  additional 
argument  against  the  value  of  this  operation  for  the  relief 
of  neurotic  conditions.  He  also  alluded  to  the  case  in  which 
the  colon  was  lacerated,  but  was  left  to  itself,  and  did  well. 
He  thought  it  was  much  better  practice  in  such  a  case  to 
suture  the  muscular  and  serous  coats  above  the  mucous 
membrane.  With  reference  to  the  case  of  twisted  pedicle  he 
pointed  out  that  if  all  the  circumstances  of  the  case  were 
taken  into  consideration,  and  especially  if  they  knew  before- 
hand that  the  patient  had  a  cyst  of  the  ovary,  that  the 
diagnosis  was  remarkably  easy.  The  onset  of  acute  or  sub- 
acute peritonitis  with  rapid  and  marked  enlargement  of  the 
tumour  was  almost  pathognomonic  of  this  complication. 

Mr,  Jessett,  in  reference  to  the  case  of  ruptured  intes- 
tine, observed  that  it  was  a  very  risky  proceeding  to  return  it 
without  having  united  the  edges  by  means  of  a  Lembert 
suture. 

Dr.  Lycett  related  the  case  of  a  patient  whose  confine- 
ment he  had  undertaken  to  attend,  in  whom  swelling  of  the 
legs  and  feet  took  place  about  three  weeks  before  her  time. 
There  was  abundance  of  albumen  in  the  urine,  and  of  course 
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the  question  of  inducing  labour  occurred  to  him.  He  had, 
however,  decided  to  watch  the  case,  and  the  albumen 
diminished  in  amount,  and  she  ultimately  had  a  very 
satisfactory  labour  without  complication  of  any  kind,  rather 
contrary  to  his  expectations.    The  patient  was  a  primipara. 

Dr.  Rasch  referred  to  a  case  which  he  had  published 
twenty-eight  years  ago,  which  showed  to  a  nicety  the  in- 
fluence of  simple  pressure  in  the  production  of  albuminuria. 
The  patient  was  a  woman,  previously  healthy.  In  the 
seventh  month  of  pregnancy  she  had  fallen  downstairs,  and 
the  next  day  there  was  oedema.  Two  or  three  days  later  he 
had  been  called  in,  and  found  well  marked  anasarca  of  the 
lower  half  of  the  body.  He  induced  premature  labour,  and 
she  made  a  splendid  recovery.  The  second  day  after  labour 
there  was  not  a  trace  of  albumen  in  the  urine. 

The  President  said  he  had  seen  a  number  of  cases  in 
which  removal  of  the  appendages  had  been  performed  for 
neuroses,  and  far  from  being  any  better  the  patients  bitterly 
regretted  having  submitted  to  the  operation.  He  could  recall 
to  mind  about  twenty  cases  during  the  last  few  years  which 
had  all  proved  unsuccessful.  He  observed  that  it  was  a  pity 
these  cases  were  not  collected,  and  their  subsequent  history 
carefully  gone  into  for  the  benefit  of  fellows  of  the  Society. 
His  experience  was  probably  that  of  most  men,  who  had  had 
to  do  with  such  cases.  He  thought  the  shock  of  the  opera- 
tion often  had  a  disastrous  effect  in  exaggerating  the  pre- 
existing neurosis. 

Dr.  Edis  agreed  with  the  remarks  that  had  fallen  from 
the  President  He,  too,  had  from  time  to  time  seen  cases  in 
which  the  ovaries  had  been  removed  for  neurotic  conditions, 
and  the  shock  to  the  system  had  been  such  that  the  patients 
never  seemed  to  have  recovered  from  it  They  had  recovered 
so  far  as  the  surgical  operation  went,  but  mentally,  morally, 
and  physically  they  had  better  have  succumbed  to  the  opera- 
tion, so  far  for  all  the  good  they  would  be  to  society.  He 
observed  that  in  some  cases  the  disappointed  patients  showed 
a  very  vindictive  spirit,  and  he  mentioned  the  case  of  a  lady 

VOL.  VII.— NO.  26.  13 


1 86  The  British  Gynecological  Society. 

who  had  consulted  him  as  to  the  possibility  of  bringing  an 
action  against  the  surgeon  on  the  ground  that  she  had  been 
imperfectly  informed  of  the  scope  and  nature  of  the  opera- 
tion.   He  had  explained  that  no  good  could  follow  such  a 
course,  and  that  it  would  not  restore  the  ovaries,  and  there 
the  matter  ended.     He  pointed  out  that  there  was  an  obvious 
risk  of  legal  complications.    Referring  to  the  patient  in  which 
the  abdomen  had  been  opened  four  times,  he  said  that  these 
distressing  cases  would  occur  in  spite  of  every  care.    He  in- 
stanced the  case  of  a  miserable  wreck  of  a  woman  upon  whom 
he  had  operated.    The  operation  was  itself  very  difficult,  the 
organs  were  all  matted  together.    She  rallied  fairly  from  the 
operation,  but  sustained  a  wrench  during  an  attack  of  sickness, 
after  which  she  complained  of  distension  at  the  umbilicus. 
Still  nothing  could  be  made  out,  the  abdomen  was  resonant 
everywhere,  but  when  he  came  to  remove  the  stitches  on  the 
fifth  day  there  was  suppuration  in  each  suture  hole,  and  some 
sero-sanguineous  fluid  oosed  away.    The  temperature  was 
102  and  the  pulse  132,  but  she  was  able  to  take  her  food  very 
well.    She,  however,  did  not  seem  to  be  doing  well,  and  he 
cautiously  opened  up  the  wound  with  a  probe,  and  let  out  a 
gush  of  fluid.    He  came  to  the  conclusion  that  there  must 
be  some  oosing,  so  he  opened  up  the  wound  and  explored, 
applying  a  clamp  to  each  side  of  the  uterus.    He  found  a  lot 
of  fluid  among  the  intestines,  but  no  sign  of  peritonitis.     He 
could  not  find  where  the  oosing  took  place,  so  he  washed  out 
the  cavity,  leaving  on  one  clamp  for  three  or  four  days.    The 
patient  improved,  and  had  not  since  given  any  cause  for 
anxiety.    The  secondary  operation  was  on  the  ninth  day. 
He  urged  that  whenever  symptoms  of  internal  haemorrhage 
showed  themselves  it  was  best  to  open  up  the  abdomen  afresh 
and  be  guided  by  circumstances.    He  left  the  second  pair  of 
forceps  on,  because  there  was  not  room  for  the  application  of 
another  ligature  between  it  and  the  uterus.    The  patient  was 
now  practically  convalescent. 

Dr.  ROUTH  commented  upon  the  procedure  initiated  by 
Dr.  Protheroe  Smith  who,  in  a  case  of  intense  peritonitis  took 
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out  the  intestines  and  washed  them  thoroughly  with  warm 
water  and  with  the  happiest  result  for  the  patient  This  had 
subsequently  been  done  also  by  Dr.  Meadows.  He  presumed 
that  the  question  of  the  removal  of  the  ovaries  for  neuroses 
was  one  of  the  questions  they  would  have  to  discuss  at  New- 
castle-on-Tyne.  He  thought  that  they  must  all  have  had 
some  of  these  cases  in  which  long  after  the  operation  a  dis- 
tressing mental  condition  persisted.  He  congratulated  himself 
upon  having  been  one  of  the  first  to  set  the  ball  rolling 
against  these  operations. 

The  President  observed  that  it  was  only  fair  to  remark 
that  in  several  of  the  cases  he  had  alluded  to  the  operation 
had  been  resorted  to  at  his  suggestion.  He  referred  to  the 
experience  of  the  late  Sir  William  Fergusson  whom  he  saw 
remove  the  leg  of  a  woman  for  supposed  disease  of  the  knee 
joint  which  proved  to  be  perfectly  healthy ;  also  the  case  of 
his  fellow-student,  Mr.  Morgan,  who  had  insisted  upon  having 
first  the  toe,  foot,  and  then  the  leg  removed,  and  finally 
amputation  at  the  hip  joint  for  localised  pain. 

Dr.  Barnes  thought  that  the  ovaries  ought  never  to  be 
removed  for  the  relief  of  a  neurotic  condition  except  after  a 
consultation.  This  enabled  the  would-be  operator  to  see  both 
sides  of  the  question  and  if  after  consultation  it  was  decided 
to  operate  it  constituted  a  valuable  protection  in  case  of  an 
action  at  law. 

The  Society  then  adjourned. 
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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  May,  28,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  25  Fellows,  7  Vistors. 

The  following  were  proposed  for  election :  Dr.  Thomas  A. 
Dodd,  Newcastle-on-Tyne ;  Dr.  M earns,  Gateshead;  Dr. 
William  Gardner,  Adelaide ;  Dr.  Shaw  Mackenzie,  London. 

The  following  were  elected  members  of  the  Society :  Dr. 
Cronin,  Dr.  Brodly,  Dr.  G.  D.  Johnson,  Dr.  Fielden,  Dr. 
Gowans,  Dr.  Young,  Dr.  J.  Drummond,  Dr.  Goggans. 

Mr.  Lawson  Tait  showed  several  interesting  specimens. 
The  first  was  an  example  of  the  much  disputed  growth  of  the 
placenta  after  the  death  of  the  foetus  in  tubal  pregnancy.  It 
was  a  case  of  ruptured  tubal  pregnancy  with  recurrent 
haemorrhages  into  the  peritoneum.  The  patient  made  a  good 
recovery.  He  found  a  foetus  not  more  than  eight  weeks  old 
long  since  dead  with  a  great  mass  of  placenta  so  that  there 
could  not  remain  the  shadow  of  a  doubt  as  to  the  placenta 
having  gone  on  growing  long  after  the  death  of  the  foetus. 

In  regard  to  the  second  specimen  he  remarked  that  some 
time  since  he  had  published  a  case  in  which  myomatous 
tumours  had  disappeared  or  very  much  diminished  in  size 
after  removal  of  the  uterine  appendages.  After  the  com- 
pletion of  the  absorption  of  the  tumour  a  piece  of  it  was 
extruded  as  a  polypus  and  this  fact  had  been  observed  with 
such  frequency  that  he  had  no  difficulty  in  coming  to  the 
conclusion  that  the  polypoid  pieces  of  the  tumour  were  not 
affected  by  removal  of  the  appendages  probably  owing  to 
their  not  having  the  usual  nerve  and  blood  supply.  That 
was  not  an  unreasonable  supposition.  He  had  been  accused 
of  bringing  in  fanciful  theories  on  the  subject.    Three  weeks 
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ago  he  had  removed  from  a  patient  a  big  tumour  blocking  up 
the  pelvis  and  causing  haemorrhage,  &c,  in  which  the  presence 
of  the  polypoid  mass  was  clearly  shown  and  no  doubt  the 
haemorrhage  was  entirely  due  to  this  mass.  It  had  been 
stated  over  and  over  again  that  it  was  everything  to  dilate 
in  all  these  cases  of  uterine  myomata,  but  in  this  par- 
ticular case  it  was  impossible  to  dilate.  The  patient  was 
a  virgin  and  the  great  mass  of  the  tumour  blocked  up  the 
pelvis.  The  cervix  was  a  long  way  out  of  reach,  probably  on 
a  level  with  the  sacral  promontory.  Any  question  of  dilata- 
tion was  still  further  qut  of  the  question  in  that  the  neck  of 
the  uterus  was  occupied  by  nodules  of  myoma  which  would 
have  made  any. attempt  at  dilatation  fail.  The  only  thing 
to  do  was  to  remove  the  uterus  and  this  he  had  done  with  the 
result  that  the  patient  had  made  a  very  satisfactory  recovery. 
Mr.  Martin  had  outlined  for  him  the  cavity  of  the  uterus  in 
the  specimen  and  the  os  was  indicated  by  a  thread  of  catgut. 
In  the  cavity  of  the  uterus  was  the  loose  polypus  which  he 
had  no  doubt  was  the  cause  of  the  haemorrhage.  If  they 
could  have  got  at  it  and  removed  it  they  might  possibly 
have  avoided  the  necessity  for  hysterectomy,  but  as  it 
happened  this  was  altogether  impossible,  and  it  would  in  any 
case  have  been  much  more  risky. 

Dr.  Heywood  Smith  said  this  was  the  fourth  case  ex- 
hibited during  the  last  eighteen  months  of  this  condition,  one 
by  Dr.  Bantock,  two  by  himself.  The  remarkable  thing  in 
all  these  cases  was  that  the  polypus  was  small,  quite  out  of 
proportion  to  the  size  of  the  tumour  in  which  it  was  em- 
bedded. He  remarked  too,  that  the  polypus  which  gave  rise 
to  the  haemorrhage  was  much  softer  in  structure  than  the  rest 
of  the  fibrous  tumour. 

Dr.  Bantock,  in  reference  to  the  placenta  continuing  to 
grow  after  the  death  of  the  foetus,  observed  that  a  paper  was, 
he  believed,  to  be  shortly  read  before  the  Society  on  a  case  of 
ectopic  gestation,  in  which  the  foetus  was  found  outside  of 
the  sac  in  a  distant  portion  of  the  abdominal  cavity,  and  he 
was  reserving  for  that  occasion  a  specimen  illustrating  Mr. 
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Tait's  views  on  the  subject.  He  had  operated  last  year 
upon  a  lady  for  ectopic  gestation  in  the  right  Fallopian  tube, 
which  formed  with  the  placenta  a  large  tumour  nearly  as 
large  as  the  head.  The  foetus  had  been  extruded  and  was 
found  in  the  left  iliac  fossa,  without  any  connection  with  the 
placenta,  &c  The  placenta  was  as  large  as  at  term,  and  yet 
the  foetus  must  have  died  at  three  or  four  months,  so  that  in 
this  case  the  placenta  must  have  continued  to  grow  after  the 
death  of  the  foetus. 

With  regard  to  the  other  specimen,  he  remarked  that,  in  a 
paper  which  he  had  read  before  the  Gynaecological  Society  of 
New  York  in  1887,  he  gave  an  illustration  of  a  tumour  of  the 
uterus  with  the  uterine  body  attached  to  it,  in  which  the 
cavity  was  filled  with  mucous  polypi.  In  that  case  there 
could  be  no  doubt  whatever  that  the  excessive  haemorrhage 
from  which  the  patient  had  suffered  for  so  long  was  due  to 
the  presence  of  these  mucous  polypi.  He  had  also  frequently 
shown  that  the  haemorrhage  might  be  due  to  the  presence  of 
large  or  small  mucous  polypi,  and  even  to  mere  granular 
degeneration  of  the  endometrium.  He  agreed  with  Mr.  Tait 
as  to  the  treatment  of  these  cases.  Only  six  weeks  ago  he 
operated  upon  a  lady  who  had  been  under  his  notice  for 
upwards  of  six  years.  About  four  years  ago,  finding  that 
the  tumour  was  too  large  to  allow  of  the  appendages  being 
removed,  and  the  patient  being,  moreover,  very  adverse  to 
the  operation  of  hysterectomy,  he  decided  to  carefully  dilate 
the  cervix,  in  order  to  bring  about  the  arrest  of  the  haemor- 
rhage, but  when  he  attempted  to  put  his  views  into  practice 
he  found  it  was  utterly  impracticable,  and  that  any  attempt 
to  dilate  the  cervix  would  be  more  dangerous  than  proceeding 
to  the  radical  operation.  When  he  came  to  operate  upon  the 
patient,  about  six  weeks  ago,  the  uterus  was  entirely  out  of 
the  reach  of  the  finger.  It  was  absurd  to  talk  about  dilata- 
tion in  such  a  case.  It  was  only  possible  and  justifiable 
when  the  uterus  was  within  reach.  In  such  a  case  as  that 
brought  forward  by  Mr.  Tait,  the  only  resource  was  the 
radical  operation.    Some  years  ago,  in  a  case  of  multiple 
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fibroids,  where  a  large  fibroid  polypus  had  already  been  ex- 
truded from  the  uterine  cavity  into  the  vagina,  the  patient 
having  a  remarkable  degree  of  anaemia  in  consequence,  after 
removal  he  was  astonished  to  find  a  large  mucous  polypus. 
It  was  of  course  very  difficult  to  say  whether  the  fibroids  or 
the  mucous  polypus  was  the  cause  of  the  haemorrhage.  It  is 
possible,  however,  that  both  combined  to  produce  the  result, 
because  they  knew  that,  after  the  menopause,  the  extrusion 
of  a  fibroid  polypus  was  attended  by  haemorrhage,  just  as 
was  the  case  witl\  the  mucous  polypus.  The  peculiarity  of 
these  cases  was  that  the  removal  of  the  fibroid  polypus  and 
the  removal  of  the  mucous  polypus  completely  arrested  the 
haemorrhage,  although  it  was  a  case  of  multiple  fibroids  in  the 
body  of  the  uterus. 

Dr.  Barnes,  in  reference  to  the  growth  of  the  placenta 
after  the  death  of  the  foetus,  said  the  question  turned  very 
much  upon  this  point :  the  placenta  was  a  double  organ,  con- 
sisting of  a  maternal  and  a  foetal  portion,  and  the  question 
was,  which  part  went  on  growing.  If  the  foetus  were  re- 
moved, it  might  be  assumed  that  the  foetal  portion  would  not 
go  on  growing.  It  would,  however,  be  interesting  to  discri- 
minate between  these  two  portions.  It  would  be  quite 
possible  to  decide  whether  the  elements  of  growth  resided  in 
one  or  the  other  constituent  part  of  the  placenta,  and  he 
urged  that  this  was  an  important  point  to  make  out.  He 
could  quite  conceive  that  the  maternal  part  would  continue 
to  grow.  He  remembered  a  case  many  years  ago  at  Nor- 
wich, where,  delivery  having  taken  place,  the  question  arose 
whether  a '  placenta  found  some  time  afterwards  was  the 
placenta  of  this  pregnancy,  or  the  remains  of  an  ovum  of 
subsequent  conception,  destroyed  by  procuring  abortion. 
The  fresh  placenta  was  shown,  but  the  contention  was  that  it 
was  a  placenta  of  old  date.  They  would  of  course  perceive 
the  medico-legal  importance  of  this  point.  If  it  could  be 
determined  that  the  growth  was  simply  of  the  maternal 
element,  it  would  be  of  great  interest. 

Mr.  Reeves  asked  whether  the  stump  was  treated  extra- 


192  The  British  Gynecological  Society. 


peritoneally.  (Yes.)  He  said  he  had  examined  the  specimen 
very  carefully,  and  it  seemed  to  him  that  what  had  been 
described  as  a  mucous  polypus  was  really  thickened  mucous 
membrane.  He  asked  whether  any  difficulty  had  been  en- 
perienced  in  getting  the  tumour  out  of  the  pelvis. 

Dr.  Parsons  thought  that  it  would  be  well  to  refer  the 
specimen  to  the  Committee. 

Mr.  Tait  regretted  that  it  was  not  in  his  power  to  part 
with  the  specimen,  but  he  promised  that  the  next  case  of  the 
kind  should  be  placed  at  their  disposal.  He  had,  he  thought, 
one  or  two  other  preparations  which  would  answer  the  pur- 
pose admirably  to  elucidate  this  point  He  had  one  which 
weighed  two-thirds  of  a  pound,  and  in  which  they  could  only 
find  a  small  ovular  cavity  without  any  foetus  at  all. 

Dr.  Routh  observed  that  very  often  a  large  fibroid 
parietal  tumour  co-existed  with  polypi, .  the  haemorrhage 
being  due  to  the  latter  and  not  the  former,  for  when  the 
polypi  were  removed  the  haemorrhage  ceased.  He  mentioned 
the  case  of  a  lady  with  a  tumour  reaching  almost  up  to  the 
heart,  quite  as  large  as  that  of  a  pregnancy  at  ten  months. 
That  lady  never  had  any  haemorrhage.  One  day  she  had 
come  to  him  complaining  of  losing  blood.  There  were  two 
or  three  mucous  polypi,  which  he  removed,  and  the  haemor- 
rhage ceased,  so  that  it  was  not  at  all  an  unusual  thing,  from 
which  they  must  conclude  that  the  haemorrhage  was  kept  up, 
not  by  the  tumour  itself,  but  by  the  polypus.  On  the  other 
hand,  if  they  could  reach  the  uterus,  and  if  the  haemorrhage 
seemed  to  be  due  to  an  internal  polypus,  which  could  be 
reached,  then  it  ought  to  be  removed.  No  one  would  dispute 
the  desirability  of  removing  it  in  this  way,  if  possible.  That 
was  the  proper  way  to  go  to  work,  and  not  to  begin  by 
cutting  off  the  tubes. 

Dr.  BANTOCK  showed  a  specimen  of  ovarian  tumour  with 
twisted  pedicle,  which,  unfortunately,  had  lost  its  peculiarities 
during  keeping,  though  these  were  apparent  enough  in  the 
fresh  state.  It  was,  however,  only  about  eight  days  old. 
The  patient  was  a  young  woman  about  29  years  of  age,  with 
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no  symptoms  of  any  kind  until  about  eight  months  ago  when 
she  began  to  complain  of  pain  in  the  lower  abdomen.  It  was 
a  noteworthy  fact  that  it  was  not  until  then  that  she  had 
symptoms  of  dysmenorrhea.  On  May  2nd  she  was  sitting  at 
breakfast  when  she  was  suddenly  seized  with  severe  pain  in 
the  lower  abdomen.  Shortly  afterwards  she  was  obliged  to 
go  to  bed  and  she  was  admitted  to  the  hospital  two  days 
later.  There  was  considerable  pain  on  micturition  and  her 
evening  temperature  was  1010.  He  had  operated  on  the 
20th  ult  and  found  that  it  was  a  case  of  twisted  pedicle 
universally  adherent  and  presenting  the  characteristic  appear- 
ances of  twisted  pedicle.  It  was  twisted  from  left  to  right 
about  one  and  a-half  turns,  and  was  almost  gangrenous,  yet 
the  twisting  was  so  recent  that  adhesions  had  not  taken  place 
in  the  twist  itself.  Not  only  was  it  extensively  congested, 
but  there  was  considerable  extravasation  of  blood  into  the 
base  of  the  tumour.  He  had  hoped  that  it  would  have  shown 
more  clearly  than  was  now  the  case  the  extraordinary  changes 
that  took  place  as  the  initial  process  after  twisting.  About 
six  weeks  ago  he  had  had  another  very  similar  case,  the  tern* 
perature  used  to  rise  to  102  and  103.  In  that  case  the  whole 
of  the  tumour  was  almost  black,  not  only  at  the  base,  but  all 
over,  and  it  was  almost  universally  adherent  It  was  a  left- 
sided  tumour  with  the  left  side  forwards. 

Mr.  Tait  observed  that  that  was  the  usual  occurrence. 

Dr.  Barnes  asked  whether  there  was  any  explanation  as 
to  why  this  was  the  case.  He  had  seen  several  cases  of  the 
kind  and  in  two  of  them  there  was  concomitant  enlargement 
of  the  uterus  from  pregnancy ;  and  he  suggested  that  as  the 
uterus  enlarged  it  pushed  up  the  tumour  and  so  caused  the 
twisting.  His  experience  had  been  that  the  twisting  was 
generally  due  to  some  cause  acting  outside  the  tumour  and 
pushing  it  round. 

Mr.  Tait  observed  that  two  suggestions  had  been  put 
forward.  One  was  that  the  twisting  was  caused  by  the 
alternate  filling  and  emptying  of  the  bladder,  but  he  con- 
fessed that  he  did  not  see  how  this  was  to  act.    He  had  put 
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forward  the  idea  some  years  ago  that  perhaps  the  filling  and 
emptying  of  the  rectum  might  have  something  to  do  with  it, 
and  from  a  record  of  the  cases  of  twisting — now  about  sixty 
in  number — with  one  exception,  all  were  like  this  one.  That 
exception  proved  the  rule.  It  was  an  ovarian  tumour  twisted 
and  gangrenous,  lying  on  and  over  the  colon.  This  tumour 
could  not  have  had  anything  to  do  with  the  bladder  but  it 
must  have  been  affected  by  the  colon. 

Dr.  Hey  wood  Smith  suggested  that  the  two  factors 
might  work  together  to  produce  the  twist,  the  bladder  pushing 
it  forwards  and  the  rectum  assisting  in  the  movement  from 
another  direction. 

Dr.  Bantock  said  that  all  these  explanations  were  very 
pretty,  but  he  would  like  to  know  how  they  would  account 
for  the  twisting  taking  place  suddenly. 

Mr.  Tait  pointed  out  that  the  twisting  always  took  place 
gradually.  It  was  only  the  strangulation  that  took  place 
suddenly. 

The  President  asked  whether  there  was  any  peculiarity 
in  the  shape  of  the  tumour. 

Mr.  Tait  said  that  the  tumours  were  mostly  globular  in 
outline. 

The  Society  then  adjourned. 
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Repair  of  the  Female  Perincmm.    By  Lawson  Tait,  F.R.C.S. 

The  first  operation  that  I  performed  for  this  purpose  was 
in  the  year  1867,  and  I  remember  very  well  the  trouble  I  took 
to  ascertain  the  best  way  of  performing  it,  and  I  also  remem- 
ber the  troublesome  and  protracted  nature  of  the  operation, 
and  the  horrible  sufferings  of  the  patient  from  the  quilled 
suture  which  was  then  the  fashion.  The  first  step  in  which  I 
effected  an  improvement  in  my  work  was  the  abandonment 
of  this  clumsy  contrivance,  and  the  use  of  the  ordinary  inter- 
rupted suture.  With  this  I  achieved  quite  as  much  success, 
and  the  sufferings  of  the  patients  were  greatly  diminished. 
By  the  time  I  had  performed  perhaps  a  dozen  such  operations 
for  real  disabling  injury,  that  is  rupture  through  the  closing 
muscles,  I  became  satisfied  that  the  old  denuding  operation 
might  be  improved  upon,  on  account  of  the  serious  propor- 
tion of  failures.  In  1872  a  case  was  placed  under  my  care 
for  treatment  where  the  original  tear  had  extended  some  way 
up  the  rectum,  and  the  patient  had  been  subjected  to  two 
operations  before  I  saw  her.  Both  of  them  had  been  of  the 
denuding  kind,  both  had  failed,  and  the  second  had  left  the 
patient  with  an  external  bridge  of  skin,  and  much  worse  than 
she  had  been  before.  In  order  to  persuade  the  patient  to 
submit  to  a  third  attempt  I  had  to  assure  her  that  I  had 
devised  a  special  method  by  which,  if  I  failed,  I  should  not 
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increase  the  degree  of  faecal  incontinence  from  which  she 
suffered ;  and,  indeed,  I  had  done  this,  for  I  saw  that  to  remove 
more  tissue  was  to  make  any  meeting  of  the  remains  of  the 
septum  an  impossibility,  and  that  if  a  successful  attempt  was 
to  be  made  by  displacing  the  anterior  limbs  of  the  rectal 
crescent  and  the  posterior  limbs  of  the  vaginal  crescent 
respectively  backwards  and  inwards,  and  forwards  and  inwards, 
it  must  of  necessity  be  made  not  by  denudation,  but  by  the 
formation  of  flaps  to  be  moved  from  the  position  they  then 
occupied  by  means  of  deep  and  corresponding  external  inci- 
sions meeting  at  the  central  line,  which  of  necessity  was  the 
site  of  the  union  of  the  original  tear.  Proceeding  in  this  way 
I  found  that  it  was  perfectly  easy  to  make  the  two  rectal  flaps 
and  the  two  vaginal  flaps  meet,  but  that  to  keep  them  well  in 
such  position  as  would  secure  a  firm  basis  of  union  it  was 
necessary  to  evert,  as  it  were,  the  deep  lateral  tissues  by  deep 
sutures  passed  transversly  to  the  line  of  the  original  rupture. 
By  a  series  of  complicated  and  useless  manoeuvres,  which  I 
need  not  now  describe,  I  succeeded  in  performing  what  was 
practically  my  present  operation  in  that  case  and  in  one  or 
two  others,  until  the  real  object  and  method  of  the  operation 
were  forced  upon  me  by  an  instance  where  the  tear  seemed  so 
bad  that  my  new  proceeding  appeared  to  be  inapplicable. 
Deliberating  how  I  should  succeed,  I  had  placed  the  crescentic 
edge  of  the  septum  on  the  stretch  by  pulling  asunder  the 
marginal  folds  of  the  nates,  when  I  noticed  for  the  first  time 
in  my  life  that  there  was  a  very  distinct  white  line  indicating 
the  union  of  the  margin  of  the  original  tear.  This  white  line 
ran  along  the  whole  of  the  crescentic  curve  of  the  new  edge 
of  the  septum,  and  ended  by  being  joined  by  two  well  marked 
white  lines  not  quite  at  right  angles  to  the  main  line,  but 
touching  it  like  the  sides  of  an  isosceles  triangle  whose  apex 
would  be  situated  a  little  distance  in  front  of  the  arch  of  the 
pubis.  The  white  line  which  forms  the  base  of  this  triangle 
is  never  absent  when  the  perinaeum  has  been  torn  to  any 
extent,  and  when  a  complete  rupture  has  been  effected  the 
side  lines  are  always  found  touching  it 
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On  the  occasion  in  question  it  struck  me  at  once  that 
these  white  lines  showed  the  proper  lines  of  incision  in  as 
much  as  they  indicated  the  meeting  of  the  cicatricial  lines  of 
the  original  injury  and  therefore  contained,  concealed  beneath 
them,  the  structures  whose  repair  and  reunion  was  to  be 
sought  for.  I  became  equally  convinced  that  mere  denuda- 
tion of  mucous  membrane  and  skin  edge  could  never  secure 
this  definite  intention  and  therefore  on  this,  as  well  as  on 
other  grounds,  I  at  once  and  for  ever,  abandoned  the  practice 
of  denudation.  A  careful  study  of  the  structure  of  the  female 
perinaeum,  not  as  it  is  described  in  text  books  (which  are 
nearly  always  wrong,  and  are  always  incomplete  upon  any 
special  point),  but  as  it  really  exists,  showed  me  that  all  the 
important  structures  in  the  floor  of  the  pelvis  centred  in  the 
mass  known  as  the  perineal  body,  behind  the  posterior  com- 
missure  and  in  front  of  the  sphincter  ani.  This  muscle,  from 
both  of  its  lateral  halves,  sends  across  bundles  of  fibres  which 
are  lost  here.  The  great  elevating  muscle  of  the  floor  of  the 
pelvis,  misnamed  the  levator  ani,  sends  strong  bands  across 
here  from  one  side  to  the  other,  whilst  the  divisions  of  the 
pelvic  fascia  which  line,  or  are  associated  with  this  muscle, 
travel  from  one  side  to  the  other,  unite  and  redivide,  forming 
a  complicated  association  far  too  intricate  for  detailed  display, 
but  forming  a  common  tendon  into  which  the  bundles  of  the 
transverse  perineal  muscle  are  inserted.  My  dissection  made 
it  clear  that  the  complete  division  of  the  perinaeum  in  the 
living  body  must  inevitably  result  in  the  retraction  of  all 
these  important  structures  deeply  away  from  the  surface  of 
disunion  and  this  again  would  lead  to  the  healing  taking  some- 
thing after  the  fashion  of  a  stump  with  the  skin  securely 
burying  everything  else.  It  is  at  the  junction  of  the  main 
transverse  white  line  with  its  lateral  touching  lines  that  this 
retraction  takes  place  and  it  is  there,  therefore,  that  the  im- 
portant elements  of  the  perineum  lie  buried. 

So  soon  as  I  had  clearly  apprehended  these  facts,  the  true 
principles  on  which  the  restoration  of  a  completely  divided 
perineum  should  be  effected  were  made  clear,  and  from  them 
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I  gradually  deduced  the  details  which  I  have  followed  for  the 
last  twelve  years  with  uniform  success,  and  with  a  degree  of 
resulting  comfort  to  the  patient  of  the  most  perfectly  satis- 
factory kind.  In  addition  to  this  the  operation  is  reduced  to 
a  proceeding  of  great  ease  and  simplicity,  occupying  in  the 
clumsiest  hands,  only  a  few  minutes  in  its  performance,  and 
the  amount  of  suffering  involved  for  the  patient  is  a  mere 
bagatelle. 

For  many  years  I  did  not  attach  much  importance  to  the 
improvement  I  had  effected  in  this  matter,  and  it  was  not 
until  I  had  succeeded  in  curing  a  large  number  of  patients 
with  whom  previous  operators  had  failed,  that  it  dawned 
upon  me  that  my  improvement  had  a  considerable  financial 
value.  The  increasing  expressions  of  surprise  and  satisfac- 
tion on  the  part  of  foreign  visitors,  who  uniformly  asserted 
that  the  proceeding  was  perfectly  new,  still  further  persuaded 
me  that  the  matter  was  worth  publication.  It  was  not,  how- 
ever, until  Dr.  Heiberg,  of  Copenhagen,  had  published  a 
description  of  what  he  saw  me  do,  and  until  the  proceeding 
had  received  the  approval  of  a  number  of  my  German  brethren, 
that  I  thought  it  worth  while  to  give  a  full  description  of  my 
method  and  this  I  did  before  the  Society  in  June,  1887.  Since 
then  the  literature  of  the  repair  of  the  perinaeum  has  grown 
like  a  mushroom,  and  as  my  proceedings  have  been  for  the 
most  part  entirely  misunderstood  and  misrepresented,  I  am 
induced  again  to  discuss  the  question. 

A  great  deal  of  useless  nonsense  has  been  written  as  to 
the  priority  of  my  ideas  and  method,  about  which  I  do  not 
care  a  straw.  No  sooner  were  my  principles  and  details 
published  than  a  number  of  critics  endeavoured  to  show  that 
I  had  been  anticipated.  What  would  it  have  mattered  if  I 
had  been,  save  to  show  how  blind  my  critics  were  that  they 
did  not  see  the  value  of  those  very  suggestions  which,  they 
say,  are  exactly  my  own  and  made  long  before  mine  ?  No- 
thing is  so  useless  or  so  stupid  as  this  squabbling  about 
priority,  for  in  a  very  few  years  the  names  of  all  concerned 
will  be  forgotten  and  only  the  progress  will  be  familiar  to  our 
successors. 
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I  have  gone  into  the  matter  quite  fully,  and,  I  believe, 
very  fairly,  and  only  one  of  the  claims  of  priority  possesses 
for  me  the  faintest  interest,  and  that  has  been  made  on  behalf 
of  an  operation  devised  by  my  former  master,  Professor 
Alexander  Simpson.  If  there  is  one  man  on  the  face  of  the 
earth  to  whom  I  would  yield  upon  any  such  point  with 
genuine  satisfaction  it  would  be  to  Professor  Simpson,  for  I 
would  rather  see  him  the  recipient  of  an  honour  than  have  it 
myself.  But  as  a  matter  of  fact  the  proposals  he  has  made 
are  essentially  different  from  mine,  and  our  details  in  the 
making  of  our  incisions,  in  our  flaps  and  in  our  methods  of 
uniting  the  latter,  particularly  in  the  insertion  of  the  stitches, 
differ  so  completely  as  to  constitute  essentially  different 
operations.  As  to  which  of  the  two  is  the  best  is  a  matter 
not  for  me  to  judge. 

Apart  altogether  from  such  unimportant  points,  let  me 
give  in  detail  first  of  all  the  principles  which  guided  me  in 
evolving  the  details  necessary  for  the  repair  of  a  completely 
divided  perinaeum.  And  let  me  say  here  in  passing  that  it 
matters  not  in  the  least  how  far  up  the  injury  has  extended 
into  the  rectum.  The  moment  the  division  is  complete,  that 
is  to  say,  the  moment  the  sphincter  ani  muscle  is  so  far  torn 
through  as  to  allow  the  other  structures  of  the  perinaeum 
to  part  company  and  together  with  its  divided  halves  to 
retract  beneath  the  healing  skin,  the  details  of  repair  are 
exactly  the  same.  The  symptom  which  shows  this  is  func- 
tional incapacity  of  the  sphincter  and  in  all  cases  where  that 
is  of  even  occasional  occurrence  I  regard  the  rent  of  the  peri- 
naeum as  complete.  Many  other  symptoms  and  discomforts 
are  associated  with  complete  rupture,  though  by  no  means 
invariably ;  and  the  same  conditions  are  quite  as  often  asso- 
ciated with  damaged  and  stretched  perinaeum  without  rupture, 
even  of  a  not  very  extensive  kind.  Concerning  this  point  I 
may  here  briefly  allude  to  a  paper  published  in  the  Transactions 
of  the  American  Gynecological  Society  for  1890,  based  upon  what 
the  author  is  pleased  to  term  five  rules,  not  one  of  which  is 
based  on  fact.    Thus  he  asserts  that  complete  rupture  of  the 
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perinaeum  inevitably  results  in  retroversion  of  the  uterus — an 
utterance  which  must  be  based  on  observation  either  very 
limited  or  very  inaccurate.  When  there  is  absolutely  no 
interference  with  the  functions  of  the  sphincter  the  essential 
elements  of  the  perinaeum  are  either  not  dissevered,  or,  if 
dissevered,  are  not  so  separated  as  to  lead  to  the  necessity  for 
what  may  be  fairly  termed  the  major  operation.  All  such 
cases  I  call  "  damaged  perinaeum/'  as  contradistinguished  from 
11  torn  perinaeum/'  for  the  same  effects  may  be  produced  by 
mere  stretching,  the  result  of  a  vaginocele  or  uterine  protru- 
sion, in  cases  where  no  labour  has  ever  resulted  even  in  the 
"  inevitable  laceration  "  of  Matthews  Duncan.  This  damage 
of  the  perinaeum,  even  when  due  to  mere  stretching,  may 
result  in  its  almost  total  disappearance  up  to  the  outside  of 
the  ring  of  the  sphincter.  It  requires  a  minor  operation  for 
its  treatment,  to  which  I  give  the  name  of  "  extension  of  the 
perinaeum,"  a  proceeding  of  great  value  in  many  different 
conditions.  There  are  also  exceptional  cases  of  "torn 
perinaeum,"  with  many  of  its  inconveniences,  where  the 
sphincter  is  not  even  damaged.  There  are  rare  cases  where 
the  passage  of  the  head  tears  a  minute  hole  in  the  recto- 
vaginal septum,  just  above  the  sphincter,  and  then  passes  out 
without  serious  damage  to  the  perinaeum  itself.  In  such 
instances  there  is  a  continual  weeping  of  faeces  into  the 
vagina  of  a  most  disagreeable  character,  and  very  often  a 
most  disagreeable  symptom  is  the  noisy  and  involuntary 
escape  of  flatus  through  the  aperture.  These  cases  require 
treatment  exactly  as  if  they  were  complete  ruptures. 

It  will  thus  be  seen  that  I  divide  my  cases  into  those  of 
"  torn  perinaeum  "  and  "  damaged  perinaeum,"  and  I  apply  to 
them  severally  the  operations  for  *  complete  repair "  and 
"  extension  "  of  the  perinaeum.  The  principles  involved  are 
three,  one  being  applied  to  both  sets  of  cases,  the  principle  of 
flap-splitting,  and  the  second,  the  disinterment  of  divided 
structures  which  is  required  only  for  the  cases  of  repair  of 
complete  rupture.  Then,  thirdly,  there  is  the  method  of  the 
insertion  of  the  sutures  which  is  common  to  both. 
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All  the  conditions  of  "damage"  and  the  details  for  its 
repair,  that  is  the  minor  operation,  are,  of  course,  included  in 
the  cases  of  complete  rupture  requiring  the  major  operation. 
The  principle  of  flap-splitting,  upon  which  I  dwelt  chiefly  in 
my  former  paper,  is  clearly  the  invention  of  my  late  friend, 
Maurice  Collis,  of  Dublin.  He  invented  it  and  adopted  it  for 
cases  of  vesico-vaginal  fistula,  and  nothing  can  be  added  on 
that  subject  to  his  paper  in  the  Dublin  Medical  Journal  for 
1861. 

In  the  paper  which  I  read  before  the  Society  in  June, 
1887, 1  fortunately  made  use  of  the  following  sentences  as  a 
caution  in  this  particular :  "  The  only  methods  available  up 
to  that  time,  so  far  as  I  know,  were  those  of  denudation  and 
transplantation  of  flaps ;  but  on  this  point  I  now  find  that  I 
have  been  anticipated  —  it  is  so  very  hard  to  be  original 
nowadays.  I  cannot  find,  however,  in  any  description  of 
operations  for  vesico-vaginal  fistula,  for  torn  perinaeum,  for 
resection  of  intestine,  or  for  obliteration  of  a  hernial  ring, 
that  any  method  of  flap-splitting  has  been  specially  indi- 
cated by  any  previods  writer.  If  it  has  been,  it  is  a  pity  so 
useful  an  addition  to  our  art  has  not  been  properly  appre- 
ciated." 

A  very  compact  and  concise  history  of  the  development 
of  operations  for  repair  of  damaged  perinaeum  is  given  by  Dr. 
Granville  Bantock  in  his  book  on  the  subject,  from  which  I 
venture  to  extract,  for  the  purpose  of  completing  what  I  have 
to  say  as  a  matter  of  history : — "  The  first  method  which  we 
employed  for  repairing  a  cicatrised  tear  was  to  raw  the  sides 
and  then  sew  them  together,  a  method  which  seemed  the 
most  natural  to  follow.  There  has  been  a  great  deal  written 
lately  on  the  subject  concerning  the  size  of  the  surface  to  be 
rawed,  the  kind  of  material  to  be  used  for  sutures,  as  well  as 
the  method  of  placement  of  these  latter.  The  first  important 
improvement  on  this  method  was  made  by  Dieffenbach,  who 
recommended  that  a  triangular  joining  of  the  ruptures  should 
be  made  by  putting  sutures  in  the  rectum  as  well  as  in  the 
vagina  and  perinaeum.    Simon  first  pointed  out  as  a  condition 
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necessary  for  success  in  the  operation  that  the  sides  must  be 
made  large  so  as  to  reach  beyond  the  cicatrical  tissue,  as  also 
they  must  fit  each  other  exactly.  Heppner  recommended  a 
figure  8  suture,  which  appears  to  have  played  an  important 
part  in  the  history  of  this  operation.  Baker  Brown's  proposal 
to  divide  the  sphincter  with  bilateral  incisions  has  also  been 
looked  upon  by  some  authorities  as  a  condition  necessary  for 
success,  and  has  generally  been  recommended.  It,  however, 
very  materially  interferes  with  the  patient's  comfort,  and  pro- 
longs the  convalescence.  The  operation  of  rawing  the  edges 
required  a  very  great  deal  of  technical  skill,  occupies  a  long 
time,  and  in  spite  of  all  the  modifications  which  have  been 
proposed,  is  not  to  be  relied  upon,  a  fact  proved  by  the 
records,  for  either  the  operation  has  been  a  failure  or  has  left 
fistulae  in  a  large  proportion  of  cases.  The  chief  objections 
to  this  method  are  that  the  sides  have  no  inclination  to  grow 
together ;  the  tissue  in  which  the  incision  is  made  is  almost 
bloodless,  and  if  a  flap  is  removed  for  the  purpose  of  getting 
at  more  vascular  tissue  the  tension  on  the  sutures  becomes  so 
great  that  the  result  is  endangered.  (Recto-vaginal  sutures 
involve  the  danger  of  inflammation  of  the  wound,  which  is 
not  avoided  even  if  Werth's  sutures,  recommended  by  Laraen- 
stein,  are  employed.)  An  account  of  a  plastic  operation 
called  Langebeck's  method  was  published  in  1854,  simultane- 
ously in  several  countries.  It  consists  in  the  dissection  of  a 
tongue-shaped  flap  from  the  recess  of  the  vagina,  in  making 
the  sides  of  the  tear  raw,  and  then  joining  them  in  such  a  way 
that  the  flap  forms  a  cover  of  the  rupture  when  they  are  all 
sewn  together.  This  method  has  been  modified  by  Bishoff, 
but  it  does  not  appear  to  have  gained  very  much  favour 
anywhere." 

The  method  of  performing  the  operation  for  the  extension 
of  the  perinaeum  is  very  simple.  The  patient  is  anaesthetised, 
placed  on  her  back,  the  limbs  being  secured  by  Clover's 
crutch — a  contrivance  of  great  value  in  all  operations  on  the 
external  genitals  of  women.  With  the  finger  in  the  rectum 
and  a  pair  of  sharp  elbowed  scissors,  the  vaginal  lips  being 
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held  open  by  assistants,  I  make  a  deep  notch  in  the  skin  and 
mucous  membrane,  deep  enough  to  lay  bare  the  ring  of  the 
sphincter.    This  I  do  for  the  purpose  of  disinterring  any  im- 
portant elements  of  the  perinaeum  which  may  have  been 
separated  by  the  stretching,  or,  if  it  has  been  a  case  of  par- 
tial rupture,  by  the  tearing.    Turning  the  scissors  points  first 
on  one  side  and  then  on  the  other,  at  right  angles  to  the  inci- 
sion, and  from  this  middle  point  I  run  them  straight  up  the 
body  of  the  great  lip  close  to  its  mucous  margin.    The  depth 
of  the  incision  will  vary  according  to  the  strength  of  peri- 
naeum  I  want,  but  it  must  always  be  through  the  skin  and 
mucous  membrane  and  well  into  the  lip,  at  least  a  quarter  of 
an  inch.    The  incision  is  carried  as  far  forwards  as  I  deem  is 
requisite;   in   cases  of  complete  protrusion   of  the  uterus, 
where  I  intend  the  extended  perinaeum  to  act  as  a  pessary 
for  retention,  I  carry  the  incision  almost  up  to  the  urethra 
and  make  it  deep— three-eighths  and  even  half  an  inch — so  as 
to  secure  a  strong  firm  floor  for  the  support  of  the  extruded 
organs.    Separating  the  lips  of  each  incision,  I  pass  sutures 
of  silk-worm  gut  with  handled  needles  into  the  raw  surface, 
and  entirely  open  the  wound  surface,  keeping  the  entrance  of 
the  needles  within  the  margin  of  the  wound,  just  within  the 
skin  edge.     The  thread  is  brought  out  on  the  mucous  side  of 
the  wound,  a  little  distance  from  the  mucous  membrane,  and 
again  on  to  the  surface  of  the  wound.    This  suture  is  carried 
behind  the  angle  of  the  wound,  so  that,  as  I  say,  the  struc- 
tures in  the  body  of  the  labia,  which  are  exposed  by  the  in- 
cision, are  disinterred  as  it  were  and  brought  to  the  surface, 
the  edges  of  the  wound  being  really  reflected  outwards  by 
the  process  of  closure    The  suture  from  the  one  side  is 
carried  across  to  the  other,  and  then,  when  pulled  tight,  a 
large  flat  area  of  raw  surface,  constituted  practically  by  the 
bodies  of  the  two  great  labia,  is  brought  into  apposition. 
The  deep  sutures  alone  are  enough  to  secure  this  method  of 
union,  and  great  care  must  be  taken  to  put  one  of  the  stitches 
close  to  the  sphincter,  so  as  to  disinter  and  bring  into  close 
apposition  any  structures  which  may  have  been  separated  in 
the  process  of  stretching  or  tearing. 
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Three,  four,  or  fiVe  sutures  may  be  required  for  this.  They 
are  very  rapidly  inserted;  the  wound  heals  very  rapidly. 
There  is  very  seldom  any  trouble  from  bleeding,  and  the 
tying  of  the  stitches  is  generally  quite  enough  to  arrest  it. 
There  is  no  hurry  in  taking  out  the  stitches,  which  may  be 
left  from  ten  to  thirty  days,  till  the  wound  is  perfectly  healed. 
Some  care  must  be  exercised  on  the  part  of  the  patients 
during  the  first  two  or  three  months  after  the  operation  if  it 
is  performed  for  protrusion,  that  no  undue  strain  is  put  upon 
the  newly-formed  perinaeum,  for  if  any  such  strain  is  put 
upon  it,  of  course  it  is  inclined  to  stretch,  but  if  fair  play  be 
given  to  it  and  it  is  allowed  to  unite  firmly  before  any  further 
stretching  is  put  upon  it,  it  will  keep  the  parts  completely  up 
and  will  be  found  far  more  effective  and  far  more  comfortable 
to  the  patient  than  any  pessary,  even  in  cases  of  the  most 
complete  protrusion. 

I  have  cases  now  in  which  the  operation  has  been  per- 
formed thirteen,  fourteen,  or  fifteen  years,  in  which  the  miser- 
able condition  of  the  patient  has  been  transformed  into  one 
of  perfect  comfort ;  and  for  durability  it  excels  in  results 
those  I  have  seen  from  the  operation  of  shortening  the  round 
ligaments  and  bearing  up  an  extruded  uterus  on  that  slender 
suspension.  Sometimes  it  may  be  found  that  the  extension 
has  been  carried  a  little  too  far  forward,  but  a  little  care  by 
dilatation,  or  even  a  slight  notch  with  the  scissors,  will 
remedy  this,  but  it  is  well  to  warn  married  patients  that  at 
first  some  little  discomfort  may  arise  from  the  extension 
being  carried  too  far  forward,  but  that  this  in  time  will 
remedy  itself. 

Here  it  will  be  seen  that  the  two  principles  involved  in  the 
operation  are  those  of  flap-splitting  and  disinterment  by 
sutures.  The  operation  for  the  repair  of  a  completely  torn 
perinaeum  is  to  be  conducted  as  follows  : — The  position  of  the 
patient  being  similar  to  that  in  the  first,  the  cicatrised  margin 
of  the  septum  is  put  tightly  on  the  stretch  by  two  assisting 
hands  and  the  point  where  the  white  lines  on  each  side  meet 
the  transverse  line  are  carefully  noted.    Exactly  at  this  posi- 
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tion  the  point  of  the  scissors  is  inserted  deeply — at  least  half 
an  inch — and  from  that  they  are  run  transversely  along  the 
white  line,  making  a  diminishing  incision  to  the  centre  of  the 
torn  septum,  where  a  quarter  of  an  inch  is  quite  enough.  The 
scissors  run  on  again  through  the  other  half  of  the  torn  sep- 
tum, the  incision  must  correspondingly  deepen  till  it  reaches 
the  point  of  contact  of  the  short  line  which  forms  the  cor- 
responding limit  of  the  transverse  incision.  At  this  point 
and  as  in  the  first  instance,  again  very  carefully  an  incision  is 
made  about  an  inch  and  a-half  or  three-quarters  of  an  inch 
forward  in  the  direction  of  the  incident  or  lateral  line  and 
similarly  about  a  quarter  or  three-eighths  backwards.  This 
is  done  on  each  side.  A  touch  of  the  scissors  at  the  bases  of 
the  large  angular  flaps  thus  formed  enables  these  flaps  to  be 
raised  and  a  deep  lozenge-shaped  wound  to  be  exposed,  this 
wound  forming  practically  a  reconstitution  of  the  original 
tear.  If  it  is  considered  for  a  moment  what  the  tear  is,  it  will 
be  seen  that  at  the  time  of  its  original  infliction,  a  lozenge- 
shaped  wound  is  produced,  the  long  axis  of  which  lies  between 
the  centre  of  the  anus  and  the  centre  of  the  vagina.  In  pro- 
cess of  healing  the  long  axis  of  this  wound  is  gradually 
brought  to  a  position  at  right  angles  to  that  of  its  original 
existence,  so  that  as  the  wound  becomes  healed,  its  long  axis 
corresponds  to  the  new  edge  of  the  torn  septum.  What  is 
wanted,  then,  is  to  reconstruct  the  original  wound  and  to 
bring  its  labia  back  to  their  original  positions.  This  is  done 
by  inserting  stitches  within  the  skin  edge  on  each  side,  passing 
from  one  side  to  the  other  as  before  described,  thus  forming 
the  original  edges  of  the  destroyed  raphe.  The  advantage  of 
the  deep  incision  is  that  it  disinters  all  the  torn  structures  of 
the  ordinary  perinaeum  which  had  been  dissevered  and  buried. 
In  the  process  of  suturing,  it  is  always  advisable  to  enter  the 
middle  suture  first,  because  it  requires  to  go  deepest,  and  it 
governs  the  symmetrical  re-arrangement  of  parts. 

Taking  an  empty-handled  needle  I  insert  it  deeply  in  the 
structures  immediately  within  the  skin  margin,  and  bring  it 
out  about  three-eighths  of  an  inch  from  the  central  apex  of 
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the  wound  and  absolutely  midway  in  the  divided  septum 
between  the  vaginal  mucous  and  the  rectal  mucous  flaps. 
Jumping  over  a  small  piece  of  the  apex  of  the  wound  I 
re-enter  it  on  the  other  side,  at  a  corresponding  point  where 
such  exit  was  made,  push  it  deeply  into  the  textures  again 
and  bring  it  out  immediately  under  the  skin  of  the  opposite 
side  corresponding  to  the  point  of  its  original  entrance  but 
within  the  skin  edge.  I  then  pass  a  silkworm  gut  suture,  as 
before  described,  and  draw  it  tight.  This  determines  the 
position  of  the  flaps,  and  as  many  corresponding  sutures  may 
be  put  in  in  front  of  it  and  behind  it  as  are  deemed  requisite. 
I  generally  find  three  quite  enough,  or  four  or  five  at  the  very 
outside  are  sufficient.  Tying  the  middle  stitch  first  will  be 
found  to  bring  the  edges  of  the  skin  almost  kito  apposition. 
If  it  is  very  skilfully  placed  it  will  bring  them  absolutely  into 
apposition.  The  stitches  on  either  side  are  then  very  care- 
fully tied  and  the  operation  is  finished.  It  is  always  advis- 
able to  secure  the  edges  of  the  two  rectal  flaps  by  pairs  of 
catch  forceps,  so  as  to  put  them  on  the  stretch  and  make  sure 
that  the  raw  edges  are  brought  into  contact  when  the  sutures 
are  closed.  Similarly  the  raw  backs  of  the  flaps  of  the 
vaginal  mucous  surface  are  brought  into  contact  by  the  deep 
sutures*  No  stitching  of  the  rectal  or  vaginal  flaps  is  in  the 
least  degree  necessary,  for  they  are  held  in  their  place  without 
any  kind  of  stitching  and  are  better  left  untouched.  The 
newly-formed  raphe,  however,  may  want  one  or  two  support- 
ing stitches  in  it  to  bring  its  two  edges  accurately  together. 
In  this  way  the  operation  is  finished,  and  a  perfect  result  may 
be  anticipated  if  attention  is  paid  to  the  cleanliness  of  the 
parts  every  day  by  washing  out  the  vagina,  and  the  adminis- 
tration of  soap  and  water  enemata.  No  hard  faeces  must  be 
allowed  to  lodge  about,  and  if  any  tendency  to  constipation 
exists  the  use  of  purgatives  must  be  freely  indulged  in. 

Many  curious  accounts  of  the  operation  which  I  have 
proposed  have  been  submitted  to  the  medical  public  with  my 
name  attached  to  them ;  a  great  many  improvements  have 
been  suggested,  all  of  which,  so  far  as  I  have  seen  them,  I 
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have  submitted  to  my  careful  consideration  without  seeing  my 
way  in  some  instances  even  to  try  them,  or  in  others  to  adopt 
them  permanently  after  trial.  Amongst  them  may  be  men- 
tioned the  suture  pins  of  Marcy,  which  form  an  unnecessary 
complication  by  the  provision  of  a  special  apparatus.  All 
kinds  of  special  implements  and  methods  of  work  I  deprecate. 
Perhaps  the  most  curious  claim  for  improvement  is  one 
which  was  attributed  to  my  friend,  Dr.  Fancourt  Barnes,  in  a 
presidential  address  delivered  to  the  Gynaecological  Society 
on  January  22nd,  1890,  by  Dr.  Routh.  He  alludes  to  my 
operation  as  improved  by  Dr.  Fancourt  Barnes.  I  have  read 
Dr.  Barnes'  book  on  my  operation  more  than  once  with  great 
care  to  discover  whether  any  improvement  has  been  suggested, 
and  have  failed  to  find  the  slightest  hint  of  such  an  addition. 
I  have  applied  to  Dr.  Fancourt  Barnes  to  know  if  he  has  in 
any  way  to  his  belief  improved  upon  the  operation  as  I 
originally  submitted  it  to  him,  and  he  was  good  enough  to 
say  that  he  has  not  even  accepted  any  improvement,  but 
accepted  the  proposal  which  I  submitted  to  him  as  com- 
pletely satisfactory.  The  then  President  of  this  Society 
therefore  fell  into  some  curious  blunder  in  supposing  that  Dr. 
Fancourt  Barnes  had  suggested  or  claimed  any  improvement 

The  President  observed  that  such  a  paper  would  have 
been  impossible  a  few  years  ago,  when  London  societies  were 
dominated  by  the  obstetrical  element  and  gynaecological  sub- 
jects were  altogether  in  abeyance. 

Dr.  Fancourt  Barnes  said  he  had  listened  with  great 
interest  to  the  paper,  possibly  with  more  than  usual  interest 
because  he  had  been  enabled  to  follow  most  thoroughly  every 
word  that  had  been  said.  He  could,  moreover,  endorse  every 
word  that  had  been  said  on  the  strength  of  his  own  practical 
experience,  now  extending  over  seven  years,  dating  from  the 
time  when  Mr.  Tait  had  been  good  enough  to  initiate  him 
into  the  way  of  performing  this  remarkable  operation.  He 
had  at  once  perceived  that  it  was  absolutely  different,  both  in 
principle  and  result,  from  the  old  method  of  denudation.  He 
himself,  like  most  of  those  present,  must  have  seen  the  opera- 
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tion  by  the  old  method  of  taking  away  the  posterior  wall  of 
the  vagina,  and  trying  to  get  union  by  the  apposition  of  very 
narrow  attenuated  slips  from  the  posterior  wall  of  the  recto- 
vaginal septum.  Since  he  had  learned  this  operation  from 
Mr.  Tait  he  had  restored  over  ioo  cases  of  lacerated  peri- 
naeums  where  the  laceration  had  extended  entirely  through 
the  sphincter.  To  begin  with  he  had  used  five,  and  even  six 
sutures,  but  as  he  had  improved  by  practice,  the  number  of 
stitches  had  diminished,  and  that  very  afternoon  he  had  per- 
formed the  operation  in  a  case  in  which  the  tear  extended 
through  the  sphincter  far  up  the  vagina,  and  he  had  only 
found  it  necessary  to  insert  four  sutures.  He  had  restored 
the  perinaeum  in  four  cases  of  complete  laceration  within  the 
last  ten  days,  and  in  none  of  them  had  he  put  in  more  than 
four  stitches.  He  attributed  this  fact  to  the  greater  dexterity 
which  practice  conferred  in  placing  the  sutures.  He  found, 
too,  that  as  the  number  of  stitches  diminished  the  results  im- 
proved. Out  of  these  ioo  cases  of  complete  laceration 
through  the  sphincter  he  had  only  had  occasion  to  repeat  the 
operation  in  one  instance.  That  was  a  case  which  occurred 
about  two  months  previously,  where  the  patient  had  not  been 
completely  under  his  control.  An  enema  had  been  adminis- 
tered, and  he  was  under  the  impression  that  the  nurse  had 
passed  the  tube  through  two  of  the  stitches,  instead  of  into  the 
rectum.  One  of  the  great  advantages  of  this  operation  was 
that  if  it  did  not  completely  heal  in  the  first  instance  no 
tissue  had  been  removed,  and  a  second  operation  could  be 
done  on  the  remains  of  the  first,  with  advantage  and  probable 
benefit  This  was  what  he  had  done  in  the  case  he  had  re- 
ferred to,  with  the  result  of  completely  restoring  the  perinaeum 
after  the  second  operation.  He  quite  agreed  with  Mr.  Tait 
as  to  the  damage  done  by  the  stretching  of  the  perineal  body 
during  labour.  Over  and  over  again  in  cases  of  incomplete 
rupture,  where  they  had  what  he  ventured  to  call  a  concealed 
rupture,  if  they  looked  at  the  vulva  casually  the  whole  thing 
seemed  quite  complete,  but  if  they  opened  the  introitus 
vaginae  they  found  there  was  a  laceration  inside,  which  was, 
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he  supposed,  what  Mr.  Tait  meant  In  such  cases  the 
greatest  benefit  resulted  from  Mr.  Tait's  operation,  just  as 
in  the  cases  of  complete  rupture.  He  remarked  that  he 
had  recently  seen  in  a  German  periodical  a  statement  to  the 
effect  that  Mr.  Tait's  operation  was  a  most  unscientific  opera- 
tion, because  it  did  not  restore  the  parts  to  their  original 
position.  He  asserted  that  the  practitioner  who  made  that 
remark  could  never  have  seen  the  operation  performed  by 
anyone  who  had  seen  Mr.  Tait  do  it,  and  if  he  had  read  a 
description  of  the  operation  he  had  certainly  signally  failed 
to  understand  in  what  it  consisted.  Corroborative  evidence 
in  this  direction  was  afforded  by  the  fact  that  a  medical 
friend  of  his  had  brought  his  wife  to  him  six  months  before. 
This  gentleman  had  been  going  through  the  schools  in 
Germany  and  had  seen  several  surgeons  there  perform  what 
they  called  Tait's  operation.  On  his  arrival  in  this  country 
he  saw  him  (Dr.  Barnes)  perform  the  genuine  Tait's  operation 
on  his  wife,  and  he  observed  that  there  was  a  very  great 
difference  between  the  operation  as  performed  in  Germany, 
and  what  he  saw  done  by  Dr.  Fancourt  Barnes.  He  con- 
tended, therefore,  that  in  many  instances,  at  any  rate,  the 
operation  performed  in  Germany  as  Mr.  Tait's  operation 
was  in  reality  not  Mr.  Tait's  operation  at  all. 

Dr.  Heywood  Smith  thought  the  thanks  of  the  Society 
were  due  to  Mr.  Tait  for  his  very  practical  and  ably  demon- 
strated paper  on  a  very  interesting  and  useful  operation.  He 
was  sure  that  none  of  them  who  had  ever  performed  this 
operation  would  ever  go  back  to  the  troublesome  and  tedious 
operation  of  denudation.  He  had  since  starting  performed 
pretty  nearly  every  operation  for  the  restoration  of  the 
perinaeum  that  had  been  devised,  even  that  of  the  quill  suture 
in  rupture  of  the  perinaeum  of  the  first  stage,  that  is  up  to  the 
sphincter.  He  asked  what  Mr.  Tait  thought  of  Dr.  Duke's 
suggestion  for  this  particular  case,  that  is  the  splitting  the 
flap  from  side  to  side,  but  not  making  the  lateral  up  and  down 
incisions.  By  that  means  one  got  the  lozenge-shaped  wound 
and  the  perinaeum  healed  perfectly  well  and  made  a  very  good 
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restoration.  With  reference  to  the  healing  of  the  rupture  at 
right  angles  to  the  line  of  tear,  he  asked  whether  it  was  not 
that  the  perineal  body  was  destroyed — the  line  presenting 
being  the  septum  between  the  vagina  and  rectum.  If  this 
were  so  it  would  be  not  so  much  the  case  of  healing  taking 
place  at  right  angles  with  the  line  of  tear,  so  much  as  that  the 
septum  was  at  this  angle.  He  pointed  out  that  the  rapidity 
with  which  this  operation  could  be  carried  out  was  one  great 
advantage,  since  it  enabled  them  to  avoid  keeping  the  patient 
such  a  long  time  under  ether. 

Dr.  Inglis  Parsons  said  he  had  had  an  opportunity  of 
following  out  some  of  these  cases  at  the  Chelsea  Hospital, 
where  it  had  been  his  practice  to  send  in  for  operation  all 
cases  which  he  thought  were  likely  to  be  benefited  thereby. 
In  many  cases  the  patients  were  enabled  to  dispense  with  any 
support  altogether,  although  in  some  instances  they  had  come 
to  him  in  the  first  instance  with  the  uterus  quite  outside  the 
vulva.  In  a  few  cases  he  had  been  obliged  to  put  in  a  ring, 
but  even  then  the  patients  were  vastly  more  comfortable  than 
before.  If  Mr.  Tait  had  done  nothing  else  than  this  operation 
it  would  be  enough  to  establish  his  reputation  as  an  original 
and  successful  surgeon.  As  a  student  he  had  assisted  a 
celebrated  surgeon  to  perform  perineorrhaphy,  and  on  some 
occasions  the  operation  took  over  two  hours,  and  there  had  to 
be  relays  of  men  to  hold  the  woman  in  the  proper  position. 
He  had  been  struck  in  reference  to  the  question  of  haemor- 
rhage by  the  fact  that  his  colleagues  did  not  take  any  notice 
of  the  bleeding  unless  a  big  vessel  began  to  spurt,  letting  it 
go  on  when  bringing  the  edges  together.  The  surgeon  he 
had  alluded  to  used  to  apply  ice  to  try  and  stop  the  haemor- 
rhage, and  he  said  it  stood  to  reason  that  such  a  procedure 
might  interfere  materially  with  the  chance  of  primary  union. 
That  was  in  his  opinion  one  of  the  chief  advantages  of  Mr. 
Tait's  operation,  viz.,  that  they  might  disregard  the  bleeding, 
and  the  healing  of  the  parts  was  consequently  much  easier. 

Dr.  Edis  said  that  Mr.  Tait  had  referred  to  a  description 
which  he  had  given  of  the  operation  in  his  "  Manual  of  the 
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Diseases  of  Women."  He  could  only  say  that  he  had  simply 
transferred  the  account  given  by  Mr.  Tait  himself,  adding 
nothing  of  his  own,  and  only  condensing  to  a  slight  extent. 
At  that  time  he  had  never  seen  the  operation  done,  and  he 
recalled  that  in  any  case  Mr.  Tait,  in  one  of  his  communica- 
tions, had  remarked  that  there  was  only  one  man  who  had 
appeared  to  thoroughly  appreciate  the  operation  and  who 
seemed  to  understand  it,  and  that  was  himself  (Dr.  Edis). 
He  thought  that  possibly  one  explanation  had  not  been  quite 
considered.  They  were  all  agreed  that  there  was  a  perineal 
body  towards  which  the  muscular  layers  of  the  perinaeum  con- 
verged and  merged  It  was  obvious  that  if  a  line  were  cut 
through  this  body  the  muscle  fibres  would  retract,  and  there 
being  no  perineal  body  there  to  prevent  retraction  the  wound 
was  drawn  out  into  a  lozenge  shape  until,  on  healing,  the  tear 
was  quite  in  another  than  the  original  direction.  As  regarded 
the  advantages  of  the  operation,  he  said  that  they  lived  in  a 
very  benighted  world.  He  mentioned  that  he  had  recently 
operated  upon  a  lady  in  a  private  home,  in  whom  the  tear 
extended  two  and  three-quarter  inches  up  the  rectum,  and 
had  taken  place  twelve  years  before.  She  had  ever  since  been 
almost  entirely  confined  to  the  room  because  she  possessed 
no  control  whatever  over  the  discharge  of  faeces,  &c,  and  her 
life  was  a  burden  to  hen  There  had  been  nine  operations  for 
the  restoration  of  the  perinaeum  performed  in  that  home 
recently,  five  of  which  had  been  done  by  the  flap-splitting 
method  quite  successfully,  but  there  was  one  patient  on  whom 
the  old  operation  had  been  performed  three  times,  but  he  was 
unable  to  say  what  had  been  the  result  of  the  last  attempt. 
He  thought  it  was  something  monstrous  that  a  patient  should 
be  submitted  for  a  period  of  over  three  months  to  repeated 
operations,  when  he  could  say  without  any  false  modesty  that 
since  he  had  first  seen  Mr.  Tait  perform  the  operation  he  had 
never  done  any  other,  and  he  had  never  had  a  failure.  In 
some  very  severe  cases  it  had  seemed  to  him  that  where  the 
rent  extended  a  considerable  distance  up  the  rectum  he 
obtained  a  much  more  perfect  sphincter  ani,  and  made  a  much 
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prettier  operation  of  it  by  passing  a  few  catgut  sutures  to 
bring  the  skin  into  more  perfect  apposition.  They  no  longer 
needed  those  terrible  curved  needles.  He  himself  used  the 
shot  and  coil  suture,  which  had  the  advantage  of  being  easier 
to  remove.  He  thought  it  was  a  great  mistake  to  employ  too 
thick  silver  wire.  It  was  much  easier  to  remove  a  No.  3  wire 
than  one  of  larger  calibre,  without  running  the  risk  of  tearing 
open  the  healing  surfaces.  In  case  of  haemorrhage  he  always 
used  small  sponges  wrung  out  of  hot  water.  The  whole 
operation  only  took  a  few  minutes.  In  very  severe  cases 
there  was  a  distinct  advantage  in  making  a  most  perfect 
sphincter.  In  Mr.  Tait's  cases,  by  just  turning  round  two  of 
the  clamp  forceps  so  as  to  get  the  fleshy  surfaces  together, 
two  little  irregular  flaps  were  left.  He  did  not  wish  to  throw 
stones,  but  he  had  once  made  the  remark  in  perfect  good  faith, 
that  an  operation  had  been  done  in  his  opinion  imperfectly. 
The  patient  had  come  under  his  observation,  he  did  not  know 
at  the  time  that  she  had  been  under  any  one's  care,  and  the 
perinaeum  was  considerably  torn.  When  he  had  proposed  an 
operation  the  patient  said :  "  Oh,  I  have  had  it  done."  There 
was,  however,  mucous  membrane  bulging  out  from  the  rectum, 
and  he  had  in  all  simplicity  observed  that  the  operation  had 
not  amounted  to  much.  This  patient  left  the  hospital  in  a 
very  different  condition  to  that  in  which  she  entered  it  Each 
case,  of  course,  was  different,  and  required  to  be  dealt  with  on 
its  merits.  It  might  sometimes  be  necessary  to  make  the  H 
incision,  so  as  to  secure  a  perfect  anus. 

The  President  said  the  Society  and  the  profession  as  a 
whole  were  indebted  to  Mr.  Tait  for  the  marvellous  advance 
which  he  had  effected  in  this  procedure.  He  said  that  some 
time  ago,  at  a  meeting  elsewhere,  he  had  heard  Mr.  Tait 
described  as  the  great  radical  operator,  whereupon  a  by- 
stander had  remarked  that,  if  a  radical,  he  had  invented  the 
most  conservative  operation  he  knew  of.  He  observed  that 
Mr.  Tait  had  gone  upon  the  lines  upon  which  all  great  im- 
provements were  made,  viz.,  he  had  first  taken  his  exact 
facts,  then  theorised  as  to  their  causation,  and  then  applied 
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them  to  the  only  real  method  of  cure,  reducing  the  whole 
thing  to  its  utmost  simplicity.  That,  indeed,  was  the  great 
value  of  the  operation.  He  had  been  doing  the  operation  for 
some  years,  and  he  had  long  since  abandoned  the  use  of  the 
shot  and  coil.  It  disturbed  the  wound,  and  he  had  never 
been  able  to  see  the  rationale.  He  had  got  much  better 
results  by  using  thick  wire  gut,  and  in  reference  to  this  point 
he  asked  whether  Mr.  Tait  used  wire  or  gut.  Personally,  he 
did  not  see  why  they  should  use  a  hard  material  when  a  soft 
one  would  do  as  well. 

Dr.  Fancourt  Barnes  asked  permission  to  add  that,  in 
reference  to  Mr.  Tait's  quotation  from  some  remarks  by  Dr. 
Routh  as  to  his  (Dr.  Barnes)  having  improved  the  operation, 
he  had  never  ventured  to  think  of  such  a  thing.  He  looked 
upon  the  operation  as  absolutely  perfect,  and  he  knew  by 
experience  of  other  operative  procedures  that  to  attempt  to 
improve  would  soon  have  for  effect  to  improve  it  out  of 
existence,  bit  by  bit,  just  as  certain  persons  had  been  *  im- 
proving" Tarnier's  forceps  until  nothing  was  left  of  the 
original  principle  which  gave  them  their  value. 

Mr.  Tait,  in  reply,  expressed  his  gratitude  to  the  Society, 
and  to  Dr.  Fancourt  Barnes  in  particular,  for  the  kindly  way 
in  which  they  had  received  his  remarks.  In  reference  to  the 
operation  suggested  by  Dr.  Duke,  of  Dublin,  he  observed 
that  it  was  perfectly  clear  that  Dr.  Duke's  was  simply  his 
minor  operation,  one  with  a  knife  instead  of  with  a  pair  of 
scissors,  and  was,  moreover,  only  for  cases  not  involving  the 
sphincter.  Some  time  ago  he  had  got  into  discussion  with 
him  about  it,  but  without  any  very  useful  result.  He  should 
not  have  alluded  to  the  subject  had  not  Dr.  Heywood  Smith 
brought  the  matter  up  at  this  juncture.  The  views  expressed 
by  Dr.  Smith  as  to  the  retraction  of  the  muscles  were  quite 
those  adopted  by  himself.  He  pointed  out  that  rupture  of 
the  perinaeum  was  unique  as  an  injury.  Given  a  certain 
limit,  the  damage  was  always  identically  the  same.  The 
moment  they  got  past  the  sphincter  retraction  occurred,  as  in 
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an  amputation  stump.  In  reference  to  the  cases  mentioned 
by  Dr.  Parsons,  in  which  the  result  was  not  satisfactory 
enough  to  enable  the  patient  to  dispense  with  the  use  of  a 
ring,  this  was  evidence  that  the  new  union  had  not  been 
carried  far  enough  forwards.  He  had  committed  the  same 
fault  himself,  but  now  he  always  took  care  to  carry  it  well 
forward.  He  always  made  use  of  catgut,  and  had  given  up 
the  use  of  silver  wire  long  ago.  He  disliked  the  shot  and 
coil  on  principle,  in  spite  of  its  extreme  ingenuity.  The  fact 
was,  he  held  special  apparatus  in  horror,  and  he  urged  that  if 
a  man  could  not  do  it  with  an  ordinary  pair  of  scissors  he 
would  not  be  able  to  do  it  with  special  weapons.  This  taste 
had  had  the  effect  to  reduce  his  own  armamentarium  to 
very  simple  dimensions — so  much  so,  indeed,  as  to  excite 
amusement  on  the  part  of  visitors.  The  young  man  trusted 
to  his  tools  rather  than  to  his  skill,  but  as  a  man  acquired 
dexterity  he  would  trust  more  and  more  to  his  skill  and  less 
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to  his  instruments.  He  admitted,  however,  that  in  some 
cases  the  shot  and  coil  suture  might  find  its  application,  and 
even  serve  a  useful  purpose.  He  had  never  seen  the  use  of 
gut  give  rise  to  any  trouble.  It  was  sometimes  difficult  to 
get  these  sutures  out,  but  in  such  cases  he  simply  snipped  off 
the  ends  and  left  them  in.  He  presumed  that  they  were  ulti- 
mately absorbed ;  in  any  case  no  patient  had  ever  complained 
of  their  being  left  in. 

The  Society  then  adjourned. 
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REVIEWS. 

Transections  of  the  American  Gynaecological  Society %  Vol.  15, 
for  the  year  1890.    Philadelphia  :  Wm.  J.  Dorman. 

As  usual,  this  volume  comprises  a  large  number  of  origi- 
nal and  instructive  papers  on  gynaecological  subjects.  In  his 
annual  presidential  address,  Dr.  John  P.  Reynolds  says : — 
u  The  unchanging  success  of  the  Society  gives  all  its  friends 
ground  for  honest  congratulation.  In  individual  life  fifteen 
years  mean  adolescence  fairly  begun ;  here  they  imply  not 
only  the  strength  of  youth,  but  all  its  glorious  promise. 

"  The  twelve-month  has  not  left  us  untouched.  Wm.  H. 
Byford,  a  founder  of  this  Association,  and  always  an  active 
and  valued  member,  will  no  more  share  its  work.  A  memo- 
rial of  Dr.  Byford,  recording  for  us  and  for  others  his  honoured 
career,  has  been  prepared  by  one  of  our  colleagues,  and  will 
be  found  among  the  Transactions  of  the  year.  Were  it  not 
for  this  sad  loss,  our  ranks  would  remain — praise  be  to  God  ! 
— unbroken.  Each  and  every  other,  younger  and  older, 
reports  himself  to-day  ready  for  duty.  The  pleasure  of 
greeting  once  more  these  trusty  friends  needs  no  words." 

Dr.  Arthur  W.  Johnstone  contributes  a  most  instructive 
paper  on  "The  Diagnosis,  Pathology  and  Treatment  of 
Extra-uterine  Pregnancy."  The  same  subject  is  also  dealt 
with  by  Dr.  J.  M.  Baldy,  who  cites  several  interesting  cases. 
Dr.  Horace  Tracy  Hanks  furnishes  a  report  of  his  recent 
experiences  of  restoring  lacerations  involving  the  sphincter 
ani  by  the  flap-splitting  method.  He,  like  all  others  who 
have  tried  this  operation,  bears  witness  to  its  superiority  over 
all  other  methods. 
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Transactions  of  the  American  Association  of  Obstetricians  and 
Gynecologists.  Vol.  3,  for  the  year  1890.  Philadelphia: 
Wm.  J.  Doran,  printer,  1891. 

This  volume  contains  an  usually  large  number  of  interest- 
ing and  valuable  papers.  It  is  impossible  to  enumerate  them 
all,  but  we  may  draw  special  attention  to  a  paper  by  Dr. 
Kellogg,  on  "  The  Value  of  Exercise  as  a  Therapeutic  Means 
in  the  Treatment  of  the  Pelvic  Diseases  of  Women."  Dr. 
Charles  Reed  contributes  a  discussion  on  "  Vaginal  Hyster- 
ectomy, with  Observations  on  Eleven  Cases  with  One  Death." 
He  states  that  "the  prospect  of  improving  this  operation 
must  come  by  subjecting  early  cases  to  total  extirpation,  and 
in  declining  any  operation  whatever  to  those  in  which  the 
disease  has  gone  beyond  the  uterus.  It  is  out  of  the  question 
to  restore  to  health  that  woman  whose  womb  has  lost  its 
normal  mobility  by  the  advancement  of  cancerous  disease. 
As  well  might  one  try  to  make  a  vigorous  man  out  of  the 
charred  remains  of  the  victim  of  electrocution,  or  to  reconstruct 
a  breathing  Cleopatra  out  of  the  shrivelled  mummy  from  the 
Catacombs  of  Egypt."  Dr.  Cordes,  of  Geneva,  Dr.  Sanger, 
Prof.  Winckel,  of  Munich,  are  among  the  foreign  contributors 
to  the  Transactions.  The  get-up  and  illustrations  of  the 
volume  generally  leave  nothing  to  be  desired. 

A  Practical  Text-Book  of  the  Diseases  of  Women.  By  Arthur 
H.  N.  Lewers,  M.D.Lond.,  M.R.C.P.Lond.  Third  Edi- 
tion, with  146  illustrations.  London  :  H.  K.  Lewis,  136, 
Gower  Street,  W.C.,  1891. 

The  author  states  that  in  this  new  edition  he  has  "  taken 
the  opportunity  of  inserting  a  few  additional  illustrative  cases 
in  the  present  edition,  and  a  synopsis  of  all  these  cases,  now 
numbering  about  fifty,  is  given  at  the  beginning  of  the  book. 
Little  has  been  heard  recently  of  the  Apostoli  treatment,  and 
at  present  it  bids  fair  to  join  the  long  list  of '  cures '  that  have 
left  things  much  as  they  were  before.  The  two  questions  in 
gynaecology  that  have  excited  most  interest  in  the  past  year 


Reviews.  217 

have  been  as  to  whether  the  supra-vaginal  amputation  of  the 
cervix  is  suitable  for  radical  treatment;  and  again,  as  to 
whether  expectant  or  operative  treatment  is  generally  re- 
quired in  cases  of  chronic  inflammation  of  the  uterine  appen- 
dages. In  both  cases,  results,  remote  as  well  as  immediate, 
can  alone  lead  us  to  a  right  conclusion,  and  to  obtain  a 
sufficient  number  of  remote  results  is,  of  course,  a  question 
of  time."  The  book  still  remains  handy  in  size.  As  we  re- 
marked when  noticing  previous  editions,  it  is  a  well-written 
and  useful  hand-book  for  students. 


On  Painful  Menstruation :  The  Harveian  Lectures,  1890. 
By  Francis  Henry  Champneys,  M.A.,  M.D.Oxon., 
F.R.GP.London.  H.  K.  Lewis,  136,  Gower  Street, 
W.G,  1891. 

These  lectures  form  a  synopsis  of  the  views  held  by 
gynaecologists  in  general,  and  of  Dr.  Champneys  in  particular, 
as  to  the  causes  and  treatment  of  dysmenorrhea.  Broadly 
speaking,  gynaecologists  may  be  divided  on  this  subject  into 
two  parties:  the  conservative,  those  who  regard  operative 
interference  as  unnecessary,  useless,  and  even  dangerous,  and 
the  liberal,  who  regard  operative  treatment  as  necessary  and 
harmless  in  skilful  hands.  Dr.  Champneys  must  be  placed 
in  the  former  category — the  conservative.  He  believes  inci- 
sion of  the  os  externum  is  useless,  incision  of  the  os  internum 
not  always  useless,  but  highly  dangerous.  Pessaries,  except 
the  Hodge's  pessary  in  a  few  cases  of  descent  with  retro- 
flexion, and  except  the  stem  pessaries,  are,  he  believes,  abso- 
lutely useless.  The  stem  pessaries  are  not  always  useless,  but 
are  dangerous,  and  should  not  be  used.  His  treatment  con- 
sists in  performing  dilatation  at  one  sitting  under  anaesthesia 
and  with  full  antiseptic  precautions,  after  ascertaining  that 
the  genuine  dysmenorrhceal  pain  is  evoked  by  dilatation  of  the 
os  internum — a  point  which  greatly  improves  the  prognosis. 
Nothing  can  be  promised,  for  dilatation  may  give  temporary 
relief,  permanent  relief,  or  no  relief  at  all.  Still,  considering 
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the  slight  risk,  he  used  it  rather  freely,  for  there  are  cases  which 
seem  most  unpromising,  and  yet  are  cured  by  it.  Dr.  Champ- 
neys  regards  dilatation  also  as  not  being  without  danger ;  we 
certainly  agree  with  him  that  it  is  not  so  trivial  a  proceeding 
as  to  be  safely  done  in  the  consulting  room.  We  also  agree 
with  him  that  the  pain  is  often  agonising,  and  is  far  greater 
than  that  caused  by  some  operations  for  which  anaesthe- 
tics are  habitually  given.  In  our  opinion  dysmenorrhoea 
should  be  based  on  the  exigencies  of  each  individual  case,  and 
we  have  seen  cases  in  which  the  plan  of  treatment  condemned 
by  Dr.  Champneys  has  been  most  successful,  at  the  same 
time  that  we  have  seen  good  results  follow  in  certain  cases 
from  the  treatment  advocated  by  Dr.  Champneys.  The  work 
will  be  read  with  interest  by  those  engaged  in  gynaecological 
surgery. 

The  Medical  Digest^  or  Busy  Practitioner's  Vade  Mecum, 
being  a  Means  of  readily  Acquiring  Information  upon  the 
Principal  Contributions  to  Medical  Science  during  the  last 
Fifty  Years.  By  Richard  Neale,  M.D.Lond.,  Member 
of  the  Dutch  Medical  Society  of  Batavia,  Java.  Third 
Edition.  London :  Ledger,  Smith  &  Co.,  St.  Mary 
Axe,  1890. 

The  fact  of  the  third  edition  of  this  work  having  been 
so  soon  called  for  affords  ample  proof  of  the  appreciation  in 
which  it  is  held  by  the  medical  profession.  The  sources  of 
information  which  are  here  specially  represented  are  "The 
British  and  Foreign  Medico-Chirurgical  Review  "  from  1848 
to  1878;  the  "Lancet"  from  1837  to  1890;  the  "British 
Medical  Journal"  from  1877  ;  the  "  Practitioner"  from  1877; 
the  "Medical  Times  and  Gazette"  from  1850  to  1885;  the 
"London  Medical  Record  and  Recorder"  from  1877; 
"Rankings  Abstract"  from  1845  to  1876;  and  "Braith- 
waite's  Retrospect "  from  1874 ;  "  Asclepiad,"  "  British  Journal 
of  Dermatology,"  "  Royal  Ophthalmic  Hospital  Reports," 
"Illustrated    Medical    News,"    the    "Medical    Press    and 
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Circular,"  from  1882.  Four  of  the  serials  above  named 
consist  chiefly  of  reviews  of  books  and  abstracts  of 
papers  culled  from  all  English  and  foreign  medical  works, 
and  thus  represent  to  a  considerable  extent  the  most  impor- 
tant contributions  to  many  other  medical  books,  journals, 
and  hospital  reports. 

We  are  not  surprised  to  find  that  the  author  specially 
commends  Messrs.  Bale  and  Sons,  the  printers,  for  the  ex- 
cellence of  their  typography  and  the  freedom  from  errors 
which  characterise  the  work.  Our  readers  are  in  a  position 
to  judge  for  themselves  as  to  the  excellence  of  the  printing 
done  by  Messrs.  Bale  and  Sons. 
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OBITUAR  Y. 
Benjamin  Fordyce  Barker,  M.D. 

It  is  with  the  deepest  regret  that  we  record  the  death  of 
Dr.  Fordyce  Barker,  one  of  the  most  distinguished  honorary 
Fellows  of  the  British  Gynaecological  Society.  During  his 
frequent  visits  to  Europe  Fordyce  Barker  had  become  per- 
sonally known  to  a  large  number  of  medical  men,  and  had 
endeared  himself  to  all  who  knew  him.  The  British  Medical 
Journal,  in  commenting  upon  his  death,  says  : — 

"The  announcement  by  telegram  of  the  death  of  Dr. 
Fordyce  Barker  will  have  caused  widespread  and  keen  regret. 
To  say  that  America  has  lost  one  of  her  most  illustrious 
physicians  and  distinguished  citizens  is  to  express  but  very 
imperfectly  the  extent  of  the  calamity.  His  position  as  a  man 
honoured  and  beloved  in  England  and  throughout  Europe 
was  altogether  exceptional.  For  many  years  he  was  a  regular 
visitor  to  our  shores.  Everyone  who  had  once  seen  his  hand- 
some face,  beaming  with  bright  intelligence  and  kindness  of 
heart)  longed  to  see  him  again.  At  the  annual  meetings  of 
our  Association  he  was  often  present  and  always  welcome. 
This  feeling  found  cordial  expression  in  the  titular  honours 
showered  upon  him  by  our  societies,  colleges,  and  universities. 
It  is  a  long  list  to  draw  up.  Not  one  who  looks  over  our 
academical  rolls  but  will  recognise  his  name  with  pride  and 
affection. 

"We  cannot  now  describe  all  his  work.  His  book  on 
1  Puerperal  Fever '  charms  by  its  style,  whilst  it  instructs  by 
the  richness  of  experience  and  the  soundness  of  its  reasoning. 
He  was,  we  believe,  connected  with  Dr.  Fordyce,  who  holds  so 
prominent  a  place  in  the  history  of  English  medicine.  The 
portrait  of  Dr.  Fordyce  was  treasured  in  his  house.    All  who 


Dr.   fordyce  barker. 


Obituary.  221 

were  acquainted  with  Dr.  Barker  were  familiar  with  his 
peculiar  utterance — a  hoarse  whisper,  but  still  very  distinct. 
It  was  the  result  of  paralysis  of  the  vocal  cords.  This  defect 
in  no  way  impaired  his  power  as  a  speaker  or  lecturer.  His 
classes  at  New  York  were  well  attended.  He  was  a  popular 
and  effective  teacher. 

"  He  leaves  a  widow  who  traces  her  descent  from  Pitt,  our 
great  statesman.  Her  personal  qualities,  inherited  and  re- 
flected, endeared  her  to  many  friends.  He  leaves  also  an 
only  son,  who  holds  an  eminent  position  in  the  States." 

Dr.  Muncte,  of  New  York,  writes  the  following  bio- 
graphical notice  in  the  American  Journal  of  Obstetrics : — 

u  Although  not  entirely  unexpected,  for  it  was  known  to 
his  friends  and  the  majority  of  the  profession  that  he  was  in 
feeble  health,  the  death  of  Dr.  Barker  came  like  a  thunder- 
bolt to  his  many  friends  and  admirers.  When  the  news 
appeared  in  the  evening  papers  of  May  30th  that  Fordyce 
Barker  was  dead,  it  is  no  exaggeration  to  say  that  a  gloom 
spread  over  the  whole  medical  profession  of  the  city  of  New 
York — a  feeling  which  extended  throughout  the  whole  land 
and  across  the  ocean  as  the  sad  news  was  promulgated.  Not 
only  those  who  had  enjoyed  the  privilege  of  Dr.  Barker's 
acquaintance  and  friendship,  but  also  the  many  who  had  met 
him  but  casually,  felt  as  though  each  had  lost  a  dear  friend, 
and  as  though  he  himself  had  been  afflicted  by  a  personal 
calamity. 

u  There  surely  never  was  in  the  city  of  New  York  a  member 
of  the  medical  profession  who  was  more  popular,  and 
deservedly  so,  than  Fordyce  Barker.  If  he  had  enemies 
among  the  medical  profession,  they,  with  rare  exceptions, 
were  careful  to  hide  their  feeling;  and  among  the  laity — 
that  is  to  say,  among  the  large,  wealthy,  and  influential 
portion  of  the  community  whom  he  numbered  among  his 
patients — his  name  was  a  household  word,  his  visit  a  ray  of 
sunshine. 

"  Dr.  Barker  understood,  with  a  tact  which  was  never  at 
fault,  how  to  impress  his  patients  with  the  belief  that  he  was 
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their  personal  friend  as  well  as  medical  adviser,  and  that  no 
case  interested  him  as  much  as  the  one  which  he  was  at  that 
moment  attending.  And  in  conveying  this  impression  Dr. 
Barker's  kindness  of  heart  and  sympathetic  manner  had  a 
large  share.  It  is  safe  to  say  that  no  man  ever  approached 
the  bedside  of  a  patient  who  carried  with  him  more  of  the 
qualities  necessary  to  gain  the  confidence  of  the  sufferer  and 
lead  him  or  her  to  expect  a  speedy  recovery,  than  did  Dr. 
Barker.  But  let  it  not  be  inferred  that  the  beneficial  results 
of  his  visits  were  due  mostly  to  his  personal  magnetism  and 
genial  words.  While  not  a  surgeon — indeed,  rarely  ever 
touching  the  knife — he  understood  to  a  marvellous  degree  the 
effect  of  drugs  combined  with  hygiene  upon  the  human 
system;  and  the  writer  of  this  memoir,  while  assistant  surgeon 
to  Dr.  Barker  at  the  New  York  Woman's  Hospital,  had  many 
an  opportunity  to  admire  and  profit  by  his  medical  treatment 
of  gynaecological  cases. 

"As  a  family  practitioner  Dr.  Barker's  position  in  New 
York  was  practically  unique.  He  enjoyed  the  confidence  of 
the  majority  of  the  prominent  families  of  the  city,  with  many 
of  whom  he  had,  as  it  were,  grown  up  in  their  rise  to  affluence 
and  distinction. 

"  As  an  obstetrician,  Dr.  Barker,  almost  up  to  the  time  of 
his  death,  was  more  sought  for,  by  those  able  to  pay  his  fees, 
than  any  other  accoucheur  in  the  city.  Having  been  in 
practice  in  New  York  for  forty  years,  his  experience  both  in 
ordinary  obstetric  cases  and  as  a  consulting  obstetrician  was 
enormous,  and  his  services  were  called  for  in  the  majority  of 
difficult  confinements  occurring  in  high  life.  In  spite  of  a 
defect  of  speech,  owing  to  a  partial  paralysis  of  one  of  his 
vocal  cords,  which  for  over  twenty  years  rendered  his  voice 
husky,  Dr.  Barker  was  an  excellent  teacher,  a  fluent  speaker, 
and  as  an  after-dinner  orator  second  to  none  in  the  medical 
profession  during  his  palmy  days.  His  great  fund  of  anecdote, 
his  personal  acquaintance  with  many  prominent  men  in  this 
country  and  abroad,  his  genial  humour,  and  his  hearty  good- 
fellowship  with  all  who  enlisted  his  sympathies,  rendered  a 
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speech  from  him  or  an  evening  spent  in  his  company,  a  treat 
always  to  be  remembered  and  treasured  up  as  a  pleasant 
episode  in  the  recollection  of  the  participants.  No  more 
genial  host  than  Fordyce  Barker  has,  within  the  memory  of 
the  writer,  figured  in  New  York  society.  He  had  a  faculty 
of  making  his  guests  feel  at  home,  at  peace  with  themselves 
and  each  other,  and  his  dinners  and  receptions  were  so 
popular  that  on  the  latter  occasions  his  hospitable  home  was 
invariably  crowded  by  the  ilite  of  the  profession.  His 
generosity  was  unbounded,  and  his  cheque  book  always  at  the 
service  of  professional  enterprises  and  needy  fellow-practi- 
tioners. Truly,  Fordyce  Barker  was  one  of  Nature's 
gentlemen,  and  a  prince  among  men  ! 

"Born  in  Wilton,  Maine,  and  graduated  at  Bowdoin 
College,  he  visited  Edinburgh  and  Paris,  receiving  the  degree 
of  Doctor  of  Medicine  at  the  latter  university  in  1841.  He 
first  began  practice  in  Norwich,  Conn.,  was  made  professor  of 
midwifery  in  Bowdoin  Medical  College  in  1845,  and  professor 
of  the  same  branch  and  the  diseases  of  women  at  the  New 
York  Medical  College  in  1850,  when  he  removed  to  this  city. 

"In  1852  he  became  obstetric  physician  to  Bellevue  Hos- 
pital, and  in  i860  professor  of  clinical  midwifery  and  diseases 
of  women  in  Bellevue  Hospital  Medical  College,  which  posi- 
tions he  held  for  many  years  until  increasing  cares  and  years 
obliged  him  to  relinquish  them. 

"  Dr.  Barker  was  consulting  physician  to  Bellevue  Hospital, 
the  Nursery  and  Child's  Hospital,  St.  Elizabeth's  Hospital, 
the  Cancer  Hospital,  and  for  several  years  surgeon  to  the 
Woman's  Hospital  He  was  a  member  of  many  medical 
associations,  notably  the  New  York  Academy  of  Medicine,  of 
which  he  was  president  from  1878  to  1884 ;  the  New  York 
County  Medical  Society,  the  New  York  Obstetrical  Society, 
the  New  York  Pathological  Society,  the  New  York  Medical 
and  Surgical  Society;  the  Medical  Society  of  the  State  of 
New  York,  of  which  he  was  formerly  president;  and  the 
American  Gynaecological  Society,  of  which  he  was  the  first 
president  in  1876.      He  was  also  Honorary  Fellow  of  the 
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Royal  Medical  Society  of  Athens  and  of  the  obstetrical 
societies  of  Edinburgh,  London,  Philadelphia,  and  Louisville, 
and  of  the  Philadelphia  College  of  Physicians.  In  1886  the 
University  of  Edinburgh  conferred  upon  him  the  degree  of 
LL.D.,  which  he  had  already  received  from  Bowdoin  and 
Columbia  Colleges.  He  contributed  to  medical  literature 
many  lectures  and  papers,  and  was  the  author  of  a  standard 
work  on  puerperal  diseases,  which  was  published  in  1874, 
and  was  translated  into  Italian,  French,  German,  and 
Spanish.  He  was  also  the  author  of  a  treatise  on  sea- 
sickness. 

"  It  was  Dr.  Barker's  habit  for  many  years  to  spend  his 
summers  abroad,  where  he  made  the  acquaintance  not  only 
of  the  leading  members  of  the  medical  profession,  chiefly  in 
England  and  France,  but  also  of  many  literary,  social,  and 
artistic  celebrities,  such  as  Dickens,  Thackeray,  Christine 
Nilsson,  who,  on  visiting  this  country,  were  his  friends  and 
patients.  His  parlours,  waiting  and  consulting  rooms  were 
filled  with  mementoes  of  these  and  many  other  distinguished 
people,  and  his  house  was  in  a  measure  a  rendezvous  for 
eminent  foreigners,  who  will  miss  by  his  death  the  opportu- 
nity to  meet  kindred  spirits  on  this  side  of  the  Atlantic. 

"  Time  will  show  who  will  prove  himself  willing  and  able  to 
take  Dr.  Barker's  place.  The  writer  cannot  close  this  imper- 
fect sketch  without  referring  to  the  personal  obligation  which 
he  bears  to  the  memory  of  his  lamented  friend.  When  a 
young,  struggling  practitioner,  seeking  to  establish  himself 
in  this  city  with  a  view  of  eventually  becoming  a  specialist, 
and  when  the  road  seemed  steep  and  narrow,  and  success  at 
the  best  doubtful,  Dr.  Barker  was  among  the  first  to  lend  a 
helping  hand  by  offering  the  writer  the  position  as  assistant 
surgeon  on  his  service  at  the  Woman's  Hospital,  to  which  he 
(Dr.  Barker)  had  just  been  appointed  to  succeed  Dr.  J.  Marion 
Sims.  For  this  act  of  friendly  kindness  the  writer  can  never 
sufficiently  express  his  thanks. 

"  Although  not  connected  with  Dr.  Barker  in  private  prac- 
tice! the  writer  has  never  ceased  to  entertain  for  his  former 
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chief  the  sentiments  of  unbounded  respect  and  admiration 
which  were  inspired  by  the  kindly  act  referred  to  and  main- 
tained by  many  subsequent  evidences  of  friendship  and  good- 
feeling.  This  memoir  is  but  a  slight  tribute  of  the  author's 
affection  for  his  old  friend  and  teacher." 


James  Henry  Bennet,  M.D.Paris. 

It  is  with  no  ordinary  measure  of  regret  that  we  chronicle 
the  death  of  James  Henry  Bennet.  This  sad  event  took 
place  at  the  age  of  seventy-five.  The  name  must  ever  claim 
a  prominent  place  in  the  history  of  gynaecology.  An 
Englishman  by  birth  and  early  training,  he  was  a  Frenchman 
by  medical  education.  In  early  years,  having  lost  his  father, 
he  accompanied  his  mother  to  Paris.  He  became  a  student 
in  the  faculty  of  medicine,  and  soon  acquired  distinction  by 
his  earnestness  and  ability.  Under  the  ordeal  of  the  concours 
he  won  the  position  of  interne  to  the  hospitals,  and  in  this 
capacity  served  at  hospitals  S.  Louis,  La  Pitte,  and  La 
Charit£,  under  Velpeau,  Gendrin,  Jobert  de  Lamballe, 
Lisfranc,  and  other  of  the  famous  men  of  that  famous  epoch 
of  Parisian  medical  supremacy.  As  a  student  he  devoted 
himself  with  equal  ardour  to  medicine,  surgery,  and  gynaeco- 
logy. Few  young  men  have  cultivated  the  magnificent 
field  of  clinical  research  open  to  the  internes  of  the  Paris 
hospitals  with  more  assiduity  and  success.  The  writer  of  this 
inadequate  notice — a  fellow-student  and  friend,  often  indebted 
to  him  for  instruction  and  advice — was  present  at  Bennet's 
vivd  voce  examination  for  his  degree  of  M.D.Paris,  and 
remembers  well  the  grasp  and  completeness  of  his  answers. 
It  is  needless  to  say  that  he  stood  high  in  the  list  of  those 
who  passed.  This  was  in  1843.  Shortly  after  this  he 
married  and  settled  in  Cambridge  Square,  London.  His 
Paris  experience  led  him  to  seek  a  career  as  a  teacher  of 
gynaecology.  He  entered  as  a  pupil  at  St.  George's  Hospital 
and  became  a  member  of  the  Royal  College  of  Physicians  in 
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1844;  Then,  having  been  correspondent  of  The  Lancet  in 
Paris,  the  late  Thomas  Wakley,  the  founder  of  The  Lancet, 
made  him  acting  editor  of  that  journal.  For  some  time  his 
name  was  borne  on  the  title-page  in  that  capacity.  He  was 
appointed,  in  conjunction  with  Tyler  Smith  and  Robert 
Barnes,  Lecturer  on  Obstetrics  at  the  Royal  Free  Hospital, 
when  an  abortive  attempt  was  made  to  establish  a  medical 
school  at  that  institution.  Tyler  Smith  and  Barnes  soon 
found  fresh  fields  ;  Bennet  remained  for  a  time  as  obstetric 
physician.  He  is  fairly  entitled  to  be  called  the  pioneer  of 
gynaecology  in  London.  Down  to  his  advent  obstetrics  pure 
comprised  all  that  was  recognised  as  legitimate  in  this 
department  of  medicine.  And  it  was  in  the  face  of  the  most 
determined,  even  virulent,  opposition  that  he  held  his 
ground  in  proving  the  reality  and  frequency  of  uterine 
disease.  He  based  his  contention  largely  on  his  extensive 
observation  in  the  Paris  hospitals — a  field  of  observation 
which,  studied  as  he  had  studied,  at  the  bedside  and  in  the 
operating  theatre,  was  certainly  greater  and  more  precise 
than  that  enjoyed  or  utilised  by  any  one,  or  two,  or  more,  of 
his  critics.  He  insisted  that  "  confirmed  uterine  disease 
generally  passes  out  of  the  domain  of  medicine  into  that  of 
surgery,  and  requires  surgical  means  of  investigation  and 
surgical  means  of  treatment."  Acting  on  this  convic- 
tion he  made  free  use  of  the  speculum.  This  was  viewed 
with  horror,  and  denounced  with  unreasoning  reproba- 
tion by  the  mass  of  London  physicians  and  surgeons,  in- 
cluding the  leading  professors  of  obstetrics.  He  continued 
with  unflinching  vigour  to  fight  against  all  odds.  He  faced 
and  survived  the  ostracism  of  the  College  of  Physicians, 
which,  receiving  a  crowd  of  colourless  mediocrities,  excluded 
from  the  fellowship  one  who  by  character,  talents  and  good 
work  shone  none  the  less  as  a  man  of  mark.  But  in  this 
respect  he  does  not  stand  alone — it  is  the  College  that  was 
discredited,  not  he. 

We  cannot  here  pursue  an  analysis  of  his  work.      Its 
merit  was  greatly  initiative,  and  provocative  of  further  inquiry. 
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He  centralised  too  much  importance  upon  "inflammation." 
He  did  not  recognise  the  importance  of  displacements.  But 
in  this  respect  he  was  quite  as  advanced  as  some  recent  and 
actual  professors  of  gynaecology. 

In  the  midst  of  an  active  career  of  practice  and  literary 
labour  he  was  overtaken  by  threatening  of  pulmonary  disease. 
This  led  to  his  removing  out  of  London.  He  went  to 
reside  at  Weybridge,  which  became  a  centre  of  genial  and 
delightful  hospitality.  But  even  there  he  was  overtaken,  and 
had  to  seek  for  health  in  new  fields.  He  searched  the 
Riviera,  and  may  be  said  to  have  discovered  Mentone.  Here 
he  turned  his  fertile  resources  to  the  study  and  alleviation  of 
pulmonary  diseases.  He  was  eminently  successful.  He 
bought  and  restored  a  mediaeval  castle,  the  Grimaldi,  which 
became  a  favourite  resort  of  visitors  to  the  Riviera. 

On  settling  in  London  he  married  a  daughter  of  the  late 
Joseph  Langstaff,  who  had  been  President  of  the  Medical 
Board  of  Calcutta.  He  had  no  family.  His  wife  survives 
him.  Two  nephews  follow  the  medical  profession.  One  is 
Professor  Joubert,  M.D.Lond,  who  holds  high  rank  in 
professional  and  public  esteem  in  Calcutta  ;  and  Mr.  Dorin, 
surgeon  to  the  police,  and  an  eminent  practitioner  in 
Clapham.  He  was  connected  by  his  father  with  the  Bennet 
family,  the  head  of  which  is  the  Earl  of  Tankerville.  Of  this 
connection  he  spoke  with  pride ;  but  it  may  fairly  be  said 
that  he  justified  the  title  of  birth  by  the  true  nobility  of 
sterling  merit  and  good  work. 
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SUMMARY  OF  GYNAECOLOGY,  INCLUDING 

OBSTETRICS. 

Transactions  of  the  Gynaecological  Society 

of  Chicago. 

Regular  Meeting,  February  20th,  1891. 
The  President,  W.  W.  JAGGARD,  in  the  Chair. 

Exhibition  of  Fibroid  Tumours  of  the  Uterus. 

Dr.  Henry  T.  Byford  :  I  brought  these  specimens  to- 
night because  they  illustrate,  in  a  complimentary  way,  a 
method  of  operating  for  such  cases  which  has  received  some 
adverse  criticism,  and  because  they  tend  to  refute  that  criti- 
cism. They  are  fibroid  tumours  of  the  uterus,  removed  last 
Wednesday  and  Thursday. 

The  first  case  is  from  Mrs.  Florence  S.t  a  married  lady, 
thirty-seven  years  of  age,  who  had  not  been  well  for  nine 
years,  and  had  noticed  a  growth  for  seven  years.  She  flowed 
profusely  at  her  menstrual  periods,  which  were  followed  by  a 
week  of  intense  pain.  She  had,  in  fact,  only  two  days  of 
comfort  in  the  month,  and  had  become  very  anaemic  The 
tumour,  as  observed  by  Dr.  Galloway,  was  growing.  Elec- 
tricity had  been  tried  for  three  months  last  summer,  then 
after  an  interval  of  rest  was  tried  for  another  month,  but 
without  any  benefit  whatever.  The  tumour  came  from  the 
right  cornu  of  the  uterus,  and  its  removal  was  rather  difficult 
on  account  of  the  shortness  of  the  broad  ligament  The 
pedicle  was  quite  long,  as  the  lower  part  of  the  uterus  was 
not  at  all  affected. 

The  next  specimen  is  a  tumour  removed  from  a  married 
lady,  thirty-eight  years  old,  who  had  been  treated  by  Dr. 
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Cary.  At  first  he  noticed  no  tumour  whatever;  later  he 
began  to  notice  it,  and  when  I  saw  her  it  filled  the  pelvis 
completely.  You  see  it  is  in  the  shape  of  a  foetal  head.  It 
lay  across  the  pelvis  and  pushed  up  the  cervix  uteri  to  a 
level  with  the  pubic  bone ;  the  uterus  was  entirely  above  the 
pelvic  cavity.  It  grew  from  the  posterior  wall  of  the  cervix 
and  extended  down  in  the  connective  tissue,  so  that  the 
cervix  projected  but  half  an  inch  below  its  junction.  Intro- 
ducing a  finger  into  the  rectum  I  found  that  it  had  burrowed 
down  beside  the  rectum,  and  seemed  to  have  carried  the 
rectum  up  as  it  grew  down  and  filled  the  pelvis.  The  point 
I  wanted  to  bring  out  was  the  method  of  operating.  One 
tumour  came  apparently  from  the  fundus  and  the  other  from 
the  lower  part  of  the  cervix.  In  the  first  case  I  had  a  stump 
two  inches  long.  After  I  had  gotten  down  pretty  well,  as 
far  as  I  could  conveniently,  I  first  secured  it  with  an  elastic 
ligature;  then  I  made  a  stump  by  ligating  in  three  parts 
with  heavy  silk,  drawing  the  edges  together,  after  cutting  out 
a  melon-shaped  piece ;  I  then  separated  the  bladder,  opened 
into  the  vagina  at  its  junction  with  the  anterior  wall  of  the 
cervix,  turned  the  stump  down  into  the  vagina  and  fixed  it 
with  a  clamp  introduced  from  the  vulva. 

In  the  other  case  I  tore  the  tumour  out  of  its  subperitoneal 
pelvic  bed,  put  an  elastic  ligature  under  it,  enucleated  it  from 
the  mutilated  cervix,  constructed  a  stump,  opened  into  the 
vagina  in  front,  and  fixed  it  there  as  in  the  other  case.  Thus 
both  the  long  ready-made  stump  and  the  short,  artificially 
constructed  stump  were  treated  in  the  same  way,  with  equal 
facility  and  with  equally  good  results. 

In  the  second  case,  in  which  the  operation  was  so  difficult 
and  in  which  the  whole  pelvis  was  a  bleeding  mass,  the 
patient  commenced  to  pass  gas  naturally  in  twelve  hours.  In 
the  second  case  the  patient  was  quite  hungry  by  evening  of 
the  next  day,  and  has  got  along  since  without  a  bad  symptom. 
There  are  three  objects  in  using  the  clamp :  one  is  to  prevent 
haemorrhage,  another  to  cause  an  early  separation  of  the 
slough,  and  a  third  to  cover  the  sloughing  tissue  so  as  to 
prevent  septic  absorption. 
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Dr.  T.  J.  WATKINS:  I  would  like  to  ask  Dr.  Byford 
whether  he  considers  that  his  second  specimen  was  developed 
from  the  cervix  or  from  the  body  of  the  uterus  ? 

Dr.  Byford  :  From  the  cervix. 

Dr.  Watkins  :  The  literature  of  this  subject  states  that 
the  development  of  fibroids  from  the  cervical  tissue  is  very 
infrequent.  I  had  the  pleasure  of  assisting  Dr.  Byford  in 
this  operation,  and  it  rather  seemed  to  me  that  the  fibroid 
had  developed  from  the  body  and  had  forced  itself  down  into 
the  cervix,  and  that  by  continuous  traction  it  may  have  so 
obliterated  the  cervix  as  to  give  the  impression  of  its  having 
developed  from  that  portion  of  the  uterus. 

I  was  very  much  pleased  with  Dr.  Byford's  treatment  of 
the  stump.  I  do  not  see  any  reason  for  treating  the  stump 
by  abdominal  fixation  when  we  have  this  method,  which  is  so 
much  better.  Vaginal  fixation  causes  little,  if  any,  tension, 
diminishes  the  risk  of  infection,  and  also  leaves  much  less 
raw  tissue  to  heal. 

Dr.  F.  H.  Martin  :  Some  time  ago  Dr.  Byford  exhibited 
a  specimen  operated  upon  by  this  method,  and  my  remarks 
at  the  time  might  have  been  construed  as  a  criticism,  and  I 
wish  to  modify  those  remarks,  if  they  have  been  construed 
by  any  one  in  that  way.  I  have  seen  this  operation  performed 
by  Dr.  Byford  seven  or  eight  times,  and  the  cases  I  have 
seen,  without  exception  I  think,  have  recovered.  One  could 
almost  say  from  the  beginning  that  in  each  instance  the  result 
would  be  successful  when  the  operation  was  finished.  There 
is  not  a  particle  of  raw  tissue  left  in  the  peritoneal  cavity, 
unless  it  be  from  a  separated  adhesion.  All  raw  surfaces  of 
the  stump  are  separated  entirely  from  the  peritoneal  cavity, 
so  there  is  no  possibility  of  anything  like  bloody  oozing  into 
the  peritoneal  cavity. 

Dr.  BYFORD,  in  closing  the  discussion,  said :  With  regard 
to  the  origin  of  the  tumour,  I  will  state  that  the  right  sacro- 
uterine ligament  was  over  the  tumour  on  a  level  with  the 
brim  of  the  pelvis. 

Before  the  operation  there  was  almost  none  of  the  cervix 
below  the  tumour  posteriorly  with  which  to  form  a  stump. 


Summary  of  Gynecology,  including  Obstetrics.     231 

In  regard  to  the  safety  of  the  operation,  I  would  state 
that  I  have  done  it  fourteen  times  with  one  death,  and  that 
was  due  to  septic  peritonitis  above  the  incision,  while  the 
peritoneum  below,  in  the  bottom  of  the  pelvis,  was  normal. 

Report  of  Case  of  Extra-Uterine  Pregnancy ;  Operation; 

Recovery. 

Dr.  E.  C  Dudley:  Mr.  President,— On  the  13th  of 
November  last  I  was  called  to  Rockford,  111.,  to  meet  Dr. 
Kimball,  who  is  present  this  evening,  in  a  case  in  which  he 
had  made  the  diagnosis  of  extra-uterine  pregnancy  about  five 
weeks  past  term,  with  a  dead  child.  Dr.  Kimball  a  few  days 
before  had  etherised  the  patient  and  had  succeeded  in  passing 
his  hand  to  the  fundus  of  the  uterus,  as  he  supposes,  and  had 
unmistakably  mapped  out  the  outlines  of  the  child  in  an 
adventitious  uterus.  Six  days  later  an  incision  was  made  in 
the  median  line  from  a  point  a  little  above  the  pubes  to  a 
point  very  near  the  umbilicus,  and  the  adventitious  uterus  was 
exposed.  Spreading  out  upon  this  was  the  actual  uterus, 
quite  thin  and  extending  about  four  inches  higher  than  we 
had  been  able  to  pass  the  probe  or  explore  with  the  finger, 
even  under  ether.  The  uterine  canal  had  been  collapsed  by 
pressure  against  the  pubes,  so  as  to  prevent  the  passage  of 
the  finger  or  sound  to  the  fundus.  The  uterus  was  about 
seven  inches  deep — a  fact  we  discovered  before  opening  the 
abdomen.  The  adhesions  were  such  that  the  abdominal 
cavity  was  not  opened,  and  they  also  obscured  the  two  horns 
of  the  uterus ;  so  that  it  was  impossible  to  demonstrate  on 
which  side  the  pregnancy  had  occurred.  After  cutting  down 
in  the  median  line  upon  the  sac  which  contained  the  child  the 
great  vascularity  of  that  part  and  its  softness  led  to  the  con- 
viction that  the  placenta  was  just  underneath ;  moreover,  the 
bulging  on  the  left  side  of  the  abdomen  showed  that  probably 
the  greater  part  of  the  placenta  was  on  that  side.  A  hard 
sensation  to  the  touch  showed  that  probably  the  child  could 
easily  be  reached  on  the  right  side.    Consequently  I  made  a 
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transverse  incision  towards  a  point  about  two  inches  above 
the  right  anterior  superior  spinous  process  through  the  abdo- 
minal wall  and  that  part  of  the  sac  underneath  which  could 
easily  be  distinguished  the  bones  of  the  skull.  The  child  was 
easily  extracted.  A  large  rubber  drainage  tube  was  inserted, 
together  with  a  large  Miculicz  gauze  drain.  The  wound  was 
closed  with  many  silkworm-gut  sutures,  and  the  patient  has 
made  an  uneventful  recovery.  The  placenta,  being  adherent, 
was  left ;  its  removal,  I  am  quite  sure,  would  have  caused 
death  from  haemorrhage ;  it  is  now  reduced  to  about  one- 
eighth  of  its  original  size,  and  is  coming  away  in  small  pieces. 
The  rubber  drain  is  still  in,  and  the  cavity  is  washed  out  daily 
with  a  solution  of  bi-chloride  1 :  4,00a  Dr.  Kimball  will 
give  the  further  history  of  the  case. 

Dr.  F.  H.  Kimball  :  Mr.  President, — I  was  called  to  this 
case  early  in  October,  about  three  weeks  before  Dr.  Dudleys 
visit  The  woman  gave  a  history  of  having  been  confined 
four  or  five  years  before  that  time,  and,  as  there  was  some 
difficulty  about  the  case  the  physician  in  charge  had  applied 
forceps.  The  forceps  was  used  early,  and  the  child  was  de- 
livered, but  a  very  serious  laceration  of  the  cervix  was  the 
result,  although  not  accompanied  with  much  laceration  of  the 
perinaeum.  She  never  knew  a  well  day  after  that  time,  but 
she  conceived  once,  giving  birth  to  a  living  child,  and  had 
two  miscarriages  in  the  interval  before  she  became  pregnant 
with  this  child.  She  said  that  during  this  last  pregnancy  she 
felt  different  from  what  she  ever  had  before ;  that  the  motion 
of  the  child  was  different — she  described  it  as  a  rolling 
motion  rather  than  the  ordinary  foetal  movement.  She  suf- 
fered a  great  deal  with  nervous  disturbances,  and  had  tem- 
porary losses  of  consciousness.  She  was  very  irritable,  so 
much  so  that  it  was  a  subject  of  remark.  She  had  nausea 
without  intermission,  and  she  suffered  pain  continually  during 
the  nine  months  of  her  pregnancy.  When  seen  she  was 
having  rather  irregular  pains,  and  she  said  that  she  thought  it 
was  about  a  month  too  early  for  confinement.  With  a  small 
quantity  of  anodyne  the  pain  ceased,  and  she  was  left  with 
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instructions  to  send  for  help  in  case  of  any  need.  I  heard 
nothing  further  from  her  for  two  weeks.  On  my  second 
visit  she  reported  that  foetal  motion  stopped  the  day  after  I 
had  first  seen  her,  and  I  presume  the  death  of  the  child 
occurred  at  that  time ;  she  was  in  about  the  same  condition  as 
she  was  when  first  seen.  I  anaesthetised  her  and  made  an 
examination,  and  satisfied  myself  that  it  was  a  case  of  extra- 
uterine pregnancy.  I  removed  the  patient  to  town,  secured 
the  advice  of  Dr.  Dudley,  and  later  submitted  the  case  to 
him  for  operation.  The  operation  was  delayed  in  hopes  that 
the  placental  circulation  would  diminish.  The  progress  of 
the  case  since  the  operation  has  been  good,  the  temperature 
has  not  gone  above  ioo°,  the  patient  has  suffered  no  pain,  her 
appetite  is  good,  and  she  says  she  feels  well. 

The  sac  holds  hardly  half  a  pint  of  fluid,  and  has  dropped 
into  the  left  iliac  fossa.  The  placenta  is  coming  away  in 
small  pieces,  each  about  as  large  as  a  pea,  a  number  of  these 
coming  away  at  each  washing.  The  patient  is  up  and 
attending  to  her  household  affairs.  The  query  in  my  mind 
is  whether  the  laceration  of  the  cervix  and  its  resulting  phe- 
nomena might  not  have  been  the  occasion  of  this  condition. 

Dr.  Karl  Sandberg  :  Mr.  President, — The  only  thing  I 
would  call  your  attention  to  is  the  recommendation  of  Mr. 
Lawson  Tait — and  probably  he  is  the  best  authority  on  this 
subject — in  regard  to  dealing  with  the  sac  and  the  placenta 
after  an  operation  of  this  kind,  namely,  leaving  the  placenta 
untouched,  to  wash  out  the  sac  thoroughly  with  great  quanti- 
ties of  water,  and  introduce  the  sutures  ;  then  to  wash  it  again 
and  close  it  up  partly  around  the  trocar,  leaving  one  or  two 
stitches  untied ;  then  to  empty  it  by  siphon  action  of  the 
trocar  with  attached  tube,  carefully  avoiding  the  entrance  of 
air  into  the  cavity;  and  then  close  it  up  entirely.  This 
method  is  described  in  his  last  work,  but  he  states  that  he  has 
not  tried  it — it  is  only  a  suggestion  which  has  come  from  his 
experience  with  similar  cases — I  think  with  cases  of  congenital 
cysts.  I  was  very  favourably  impressed  with  the  idea,  and 
do  not  see  any  objection  to  it.    If  I  had  a  case  of  the  kind  I 
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should  certainly  be  inclined  to  try  it  under  aseptic  precautions. 
I  should  think  the  patient  would  be  just  as  safe  with  that 
cavity  closed  up  as  with  it  drained,  or  packed  with  gauze,  or 
washed  out  daily,  and  that  final  recovery  would  be  more 
speedy  with  Tait's  method  than  with  any  other  that  has  been 
tried  so  far. 

Dr.  E.  C.  Dudley,  in  closing  the  discussion,  said :  In  this 
particular  case  the  plan  alluded  to  by  Dr.  Jaggard  could  not 
have  been  carried  out  entirely,  *>.,  we  could  not  have  saved 
the  child,  because  it  had  died  before  we  saw  the  case.  I 
would  not  attempt  the  removal  of  the  entire  sac  in  a  case  like 
this,  which  permitted  us  to  extract  the  child  without  invading 
the  peritoneal  cavity ;  besides,  the  removal  of  the  sac  is  often 
impossible,  and  an  unsuccessful  attempt  would  necessarily 
expose  the  patient  to  great  danger.  Mr.  Tait's  plan  of  leav- 
ing the  placenta  without  drainage  may  prove  to  be  a  safe  one: 
All  depends  upon  whether  the  placenta  will  remain  aseptic 
in  a  tightly  closed  sac  after  the  removal  of  the  child.  The 
idea  intended  to  be  conveyed  in  saying  that  this  patient  had 
made  a  good  recovery  was  that  her  recovery  had  been  good 
for  two  months,  and  that  there  was,  in  our  judgment,  every 
practical  reason  for  supposing  that  it  would  continue  to  be  so. 
Dr.  Kimball  has  taken  pains  to  see  that  she  was  not  exposed 
to  danger  from  sepsis.  The  secretions  from  the  wound  have 
been  surgically  clean.  The  woman  thought  that  the  child 
had  developed  on  the  right  side,  where  the  head  was.  Tait 
advises  that  the  incision  be  made  on  the  side  from  which  the 
child  had  developed.  He  says  that  the  sac  may  often  be  di- 
rectly opened  there  without  entering  the  peritoneal  cavity  at 
all*  In  this  case  at  least  the  lateral  incision  would  have  been 
practicable. 

Dr.  F.  H.  Kimball  :  In  regard  to  the  question  of  labour 
she  gave  a  history  of  having  been  in  labour  eight  or  ten  hours 
before  I  reached  the  house — long  before  I  was  sent  for,  in 
fact  When  I  was  there  she  was  not  in  real  labour ;  she  had 
a  few  fleeting  pains  about  the  abdomen,  but  none  that  could 
be  called  labour  pains.    Some  ladies  of  experience  who  were 
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there  said  she  had  been  in  labour  for  some  hours,  but  that 
there  was  nothing  abnormal  about  it  to  attract  their  attention. 
I  could  not  find  any  foetal  heart  at  that  time.  She  said  she 
had  not  felt  any  foetal  movement  since  the  day  following  my 
first  visit 


Multilocular  Cysts  of  Ovary. 

Dr.  J.  H.  Etheridge  :  Mr.  President,  I  have  a  couple  of 
cases  to  report  The  first  was  a  case  of  multilocular  cyst  of 
the  ovary  from  the  left  side,  filling  the  abdomen  and  pelvis 
very  full.  There  was  nothing  strange  in  that,  but  the  strange 
part  of  it  was  the  effect  it  produced  upon  the  other  ovary. 
It  squeezed  everything  in  the  pelvis  and  abdomen  so  much 
that  it  shut  off  the  circulation  from  the  other  ovary  entirely. 
It  was  easily  removable  by  the  finger,  and  no  ligature  was 
used  at  all.  Upon  being  laid  open  it  presented  the  appear- 
ance of  a  complete  apoplectic  effusion  into  the  ovary  outside 
of  the  stroma  and  within  the  cortex. 

The  other  case  was  similar  to  it,  almost  a  repetition,  a 
multilocular  cyst  There  were  fifteen  or  sixteen  cysts  in  this 
tumour,  filling  the  abdomen  to  its  utmost  limit.  The  right 
ovary  was  impinged  upon  in  such  a  way  that  I  could  peel  it 
out  with  my  finger,  no  ligature  being  used.  The  character- 
istic structure  of  the  ovary  was  present,  but  throughout  the 
whole  of  the  stroma  under  it  there  was  an  apoplectic  haema- 
toma.  It  is  interesting  to  recall  the  steps  that  undoubtedly 
took  place  in  producing  this  strangulation  and  death  of  the 
ovary.  The  encroachment  on  the  blood  vessels  of  the  sound 
ovary  grew  greater  and  greater,  and  after  a  time  the  return- 
ing blood  through  the  veins  was  shut  off  entirely,  the 
artery  in  the  meantime  pumping  blood  until  extravasation 
took  place,  the  blood  being  held  there  by  the  cortex,  and  in 
that  way  the  ovary  was  strangled  to  death.  It  may  be  that 
this  is  a  very  common  thing,  but  to  me  it  was  entirely  new, 
and  to  have  in  two  months  two  cases  exactly  alike  made  it 
extremely  interesting  to  me. 
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Dr.  Henry  T.  Byford  :  I  have  known  cases  of  papilloma 
in  which  I  could  peel  out  the  ovary  entire  without  any  pedi- 
cle whatever.  Is  it  not  possible  that  this  was  due  to  papil- 
loma of  the  ovary  ? 

Dr.  Etheridge  :  There  was  no  papillomatous  degenera- 
tion. 

Dr.  John  S.  Clark  read  the  paper  of  the  evening  on 

Fifty  Year?  Experience  in  Obstetrics. 

Mr.  President  and  Gentlemen^— When  I  set  out  to 
write  these  my  obstetrical  reminiscences  and  conclusions,  in 
a  rather  disjointed  manner,  as  I  could  catch  time  in  the  inter- 
vals of  professional  business,  it  seemed  quite  a  long  and,  as  I 
thought,  rather  a  disagreeable  article,  going  much  into  detail ; 
and  it  was  long  and  dry  and  tedious.  I  had  not  got  half 
through  with  it  when  I  remembered  how  much  I  had  suffered 
in  acquiring  the  knowledge  and  facts  set  forth,  and  I  felt  I 
had  no  right  to  inflict  upon  you  gratuitously  what  I  had 
endured  and  been  paid  for ;  so  I  set  about,  rather  late  in  the 
day,  to  summarize  and  shorten  my  article,  and  found  the  last 
day,  and  in  the  afternoon,  before  it  was  two-thirds  finished. 

This  is  the  Golden  Age  of  the  obstetric  art.  When 
Zeuxis  and  Apelles  were  painting  those  wonderful  pictures 
which  deceived  birds  and  animals,  and  Phidias  and  Lysippus 
carving  those  colossal  statues  of  gold  and  ivory — many  of 
which  were  sold  for  their  weight  in  gold — at  that  time,  which 
has  been  by  many  considered  the  Golden  Age  of  the  fine  arts, 
one  art  was  far  behind. 

Hippocrates,  who  was  a  contemporary  of  these  artists, 
begins  his  celebrated  aphorisms  with :  "  Life  is  short  and  the 
art  long ;  the  occasion  fleeting,  and  experience  fallacious,  and 
judgment  difficult.  The  physician  must  not  only  be  pre- 
pared to  do  what  is  right  himself,  but  also  to  make  the 
patient,  the  attendants,  and  externals  co-operate." 

I  quote  the  whole  of  the  first  aphorism,  so  wisely,  so 
nobly  expressed.    But  our  art  was  then  in  its  infancy,  com- 
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paratively,  as  I  will  illustrate  by  another  quotation  from  the 
same  great  man :  "  When  the  child  presents  double  at  the 
mouth  of  the  womb,  it  should  be  pushed  upward  so  that  the 
head  may  come  down." 

"  When  a  hand  or  foot  protrudes  it  is  to  be  pushed  up  in 
like  manner,  and  the  head  made  to  present/' 

When,  in  feet  presentations,  the  head  is  retained  after  the 
body  is  delivered,  he  advises  us  "  to  introduce  a  hand  between 
the  os  uteri  and  the  head  and  deliver  it." 

When  the  secundines  are  retained,  he  orders  us  "  to  ex- 
tract them  slowly,"  and  for  this  purpose  directs  that,  the 
woman  being  placed  on  a  stool,  the  child  not  having  been 
separated,  it  is  to  be  allowed  to  hang  down,  so  that  by  its 
weight  it  may  produce  separation ;  and,  "  lest  its  weight  should 
occasion  too  strong  pulling,"  he  advises  "  it  be  laid  on  wool, 
or  bladders  filled  with  water,  so  that  when  perforated  the  child 
shall  sink  down  gradually  and  draw  away  the  placenta/' 

Celsus  directs  us,  "  in  arm  presentation,  to  pull  down  the 
head  with  a  hook  in  the  eye,  ear,  mouth  or  forehead." 

iEtius  gives  as  a  cause  of  difficult  labour,  "  A  too  compact 
union  of  the  ossa  pubia" 

According  to  Eros,  difficult  labour  is  due  to  "  tumefaction 
of  the  external  parts,"  for  which  he  advises  "  a  sitz  bath  pre- 
pared with  emollient  herbs." 

Avicenna  states  that  the  expulsion  of  the  child  is  per- 
formed by  the  abdominal  muscles,  and  this  was  the  opinion 
of  Galen.  He  directs  baths  before  and  during  labour,  and 
advises  the  "  use  of  forceps  in  difficult  labour,  the  child  to  be 
extracted  by  them."  M  This,"  says  Francis  Adams,  the  trans- 
lator of  the  works  of  Hippocrates,  "  proves  that  the  Arabians 
were  acquainted  with  the  use  of  the  forceps." 

Haly  Abbas  mentions  imperforate  hymen  among  the 
causes  of  difficult  labour.  Baudelocque  reports  such  a  case, 
so  does  Burns,  and  I  too  have  had  a  case;  of  course  the 
hymen  was  not  imperforate,  but  was  unruptured. 

Haly  Abbas  directs,  in  rigidity,  to  "  make  the  woman  sit 
in  a  warm  bath  prepared  with  chamomile,  &c,  and  to  take 
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internally  an  infusion  of  swallows'  nests" — probably  the  edible 
birds'  nests  so  valued  by  the  Chinese. 

So  much  for  ancient  midwifery.  Nor  did  it  improve  much 
through  nearly  2,000  years.  With  the  discovery  of  the  art  of 
printing  began  a  new  era  in  the  arts  and  sciences.  The  ease 
with  which  one  able  man  and  close  observer  transmitted  his 
knowledge  to  his  fellow-men,  and  he  in  turn  to  his  followers, 
thus  exciting  a  noble  emulation,  soon  brought  our  art  rapidly 
forward,  and  we  have  works  written  100  years  ago,  varying 
but  little,  and  in  minor  details  only,  from  our  present  and 
almost  perfect  state. 

To  this  great  teacher  and  best  illuminator,  the  art  of 
printing,  discovered  about  1450,  almost  coeval  with  the 
discovery  of  our  country,  and  which  has  done  for  the  minds 
of  men  what  our  land  has  done  for  their  bodies,  do  we  un- 
doubtedly owe  our  rapid  and  brilliant  advancement  in  the 
arts  and  sciences,  more  especially  our  own  art,  which  has 
kept  so  well  up  in  the  race  that  it  is  now  considered  well- 
nigh  perfect  It  makes  me  proud  to  read  such  a  book  as  that, 
say,  of  honest  James  Blundell,  with  his  repeated  warning 
against "  meddlesome  midwifery  " ;  to  read  his  direction  for 
the  management  of  everything  that  may  happen  to  you  as  an 
obstetrician,  and  to  know  by  your  own  experience  that  every- 
thing he  says  is  true,  his  advice  pure  gold.  He  lectured 
eighty  and  more  years  ago. 

Denham,  too,  so  reliable  and  satisfactory ;  Cazeaux,  one  of 
the  most  complete  manuals  ever  printed — you  never  look  in 
him  in  vain;  Velpeau,  valuable  for  the  neat  manner  with 
which  he  gives  us  the  benefit  of  the  enormous  experience  of 
those  wonderful  women,  Mesdames  Boivin  and  La  Chapelle. 
The  lively  Gorch,  and  the  sound,  reliable,  painstaking  Rams- 
botham,  and  in  this  country  the  patient  indefatigable  Dewees, 
the  brilliant  Meigs,  and  last,  but  not  least,  the  invaluable 
Lusk — these  books,  glorious  monuments  to  their  authors,  better 
than  "  storied  urn,"  stand  on  the  shelves  of  our  libraries,  or  lie 
conveniently  at  hand  on  our  office  tables,  generally  well 
thumbed ;  and  we  all  know  that  they  made  us,  and  we  owe 
them  to  the  press— the  printing  press. 


Summary  of  Gynecology \  including  Obstetrics.     239 

During  the  early  years  of  my  professional  life  I  went  to 
every  case  of  childbirth  with  dread  and  fear  of  an  impending 
calamity.  I  constantly  read  the  dear  good  writers  upon  the 
subject,  and  faithfully  followed  their  teachings.  I  was  watch- 
ful, patient,  and  tried  not  to  be  meddlesome.  Years  of 
success  gave  me  confidence,  and  I  have  come  to  be,  perhaps, 
too  far  the  other  way — too  easy  and  sanguine;  but  I  never  go 
to  a  case,  even  now,  without  something  of  the  feeling  of  a 
man  going  to  jail — a  man  going  to  be  "  confined  "  himself. 
The  leaving  of  a  pleasant  home  for  an  uncertain  time,  the 
dropping  of  every  other  pursuit,  the  going  to  reside  in  the 
abode  of  anxiety,  uncertainty,  and  misery,  make  the  life  of  an 
accoucheur  one  of  great  self-denial,  and  often  of  downright 
physical  and  mental  endurance ;  and  yet  the  happy  ending 
of  a  bad  case,  "mother  and  child  as  well  as  could  be  expected," 
is  a  most  delightful  experience  and  pays  for  all. 

I  graduated  in  January,  1843,  at  Geneva,  N.Y.,  and  with 
the  exception  of  a  three  months'  trip  to  Europe  in  1855,  have 
been  constantly  busy  in  the  practice  of  my  profession  ever 
since.  During  that  time  I  have  attended,  in  round  numbers, 
three  thousand  five  hundred  cases  of  childbirth.  I  never  saw 
a  woman  die  in  actual  labour,  and  was  never  called  to  a  case 
that  I  left  undelivered. 

I  divide  my  time  into  three  periods — the  first  of  thirteen 
years,  while  a  resident  of  a  thriving  and  beautiful  town  of 
some  five  thousand  inhabitants  in  Central  New  York,  where 
I  attended  seven  hundred  cases,  none  of  which  were  of  suffi- 
cient interest  to  be  worthy  of  especial  mention.  No  placenta 
previa,  no  arm  presentation,  no  eclampsia — two  face  presenta- 
tions being  the  most  troublesome  I  met  with  in  those  days. 
I  was  shy  in  using  forceps,  having  too  much  trouble  in 
making  them  lock,  not  having  then  learned  the  trick  of 
depressing  the  handles.  I  only  recall  three  cases  in  which  I 
used  them.  It  was  there  I  learned  how  Nature,  if  given 
time,  would  overcome  what  seemed  insurmountable  obstacles, 
moulding  and  shaping  the  soft,  yielding  head  till  it  would 
travel  through  a  strait  at  first  deemed  impassable.    I  had  but 


240    Summary  of  Gynecology \  including  Obstetrics. 

one  death  there,  from  what  I  now  know  was  uraemic  poison- 
ing.    It  occurred  thirty  hours  after  labour. 

In  this  city,  from  1856  to  1871, 1  had  quite  a  large  obstet- 
rical practice.  All  records  were  burned  in  our  great  fire,  but 
I  am  sure  I  place  the  number  low  enough  at  fifteen  hundred 
cases.  In  1857  I  had  my  first  arm  presentation — a  midwife's 
case,  who  had  dallied  with  it  all  day — but  kind  Nature,  as 
she  most  always  does  in  preternatural  presentations,  had 
withheld  hard  pains,  and  the  turning  was  easy  and  quite 
successful. 

The  bugbear  of  my  existence  had  been  for  years  placenta 
previa,  and  one  stormy,  dismal  night  in  March,  1859, 1  found 
myself  confronted  with  such  a  case  in  a  remote  place  in  the 
Rolling  Mill  district.  There  was  much  flow  and  a  small,  rigid 
os.  I  tamponed  at  once  with  extra  care,  and  sent  a  messen- 
ger for  Dr.  Clark,  of  South  Halstead  Street,  a  capable,  reliable 
man  of  the  old  rigime%  lately  deceased.  Dr.  Clark  had 
attended  the  mother  with  her  previous  children,  and  when  I 
explained  that  the  present  was  one  of  the  most  dangerous 
incidents  that  could  befall  a  poor  woman  during  child- 
bearing,  the  family  wanted  him  sent  for,  and  so  did  I.  After 
a  few  hours  the  tampon  began  to  leak  badly  and  the  pains 
were  severe.  The  doctor  had  not  yet  arrived,  but  so  much 
blood  had  been  lost  I  dared  not  to  wait  longer,  so  removed 
the  tampon  and  found  an  easily  dilated  os  which  readily 
admitted  my  hand,  the  placenta  barely  covering  it.  The 
turning  was  easy,  my  arm  preventing  the  escape  of  the  waters. 
The  child  was  dead ;  and  I  will  say  now  that,  out  of  eight 
cases  of  placenta  praevia  which  I  have  attended,  I  have 
delivered  but  two  living  children.  The  next  case  of  the  kind 
followed  this  one  in  a  few  months,  and  is  only  interesting  from 
the  fact  that,  being  a  midwife's  case,  she  had  risked  it  until 
the  head,  pressing  past  the  placenta,  had  checked  the  flow 
and  the  labour  proceeded  naturally.  I  have  attended  a  lady 
twice  with  placenta  praevia ;  in  both  cases  turning  was  easy, 
but  in  the  last  the  patient  lingered  three  weeks  and  died. 
I  was  not  able  to  define  satisfactorily  the  cause  of  her  death, 
nor  could  the  eminent  counsel  who  saw  her  with  ma 
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Of  arm  presentations  I  recall  seven  cases;  all  turned 
easily,  but  the  death  rate  of  the  children  was  high ;  either 
three  or  four  died. 

For  the  next  period,  from  187!  to  1891 — twenty  years — I 
have  my  visiting  lists,  and  from  them  I  gather  that  during 
that  time  I  attended  thirteen  hundred  and  odd  cases,  of 
which  a  disproportionate  number  were  instrumental  I  have 
for  many  years  been  called  upon  by  German  midwives  in  my 
neighbourhood  to  deliver  their  bad  cases,  or  extract  adherent 
placentas,  or  turn  out  clots  in  internal  haemorrhages,  and  this 
should  give  me  a  broader  margin  of  percentage  for  losses ; 
and  yet  I  shall  not  claim  it,  for  there  has  actually  been  no 
loss.  As  I  said  before,  I  never  saw  a  woman  die  in  child- 
birth, and  I  have  often  asked  my  professional  brethen  if 
they  had,  and  almost  always  the  reply  is  in  the  negative. 
But  I  have  had  three  deaths  within  twenty-four  hours  after 
labour — one  at  six  hours,  from  exhaustion  following  a  breech 
presentation.  The  patient,  a  very  unhappy  young  widow, 
pretty  and  fat,  tired  of  life,  would  not  make  an  effort,  and 
the  labour,  a  dismal  failure  all  the  way  through,  was  finished 
at  last  by  a  blunt  hook,  leaving  her  completely  exhausted. 
She  could  not  rally,  and  died  at  the  end  of  six  hours.  The 
next  fatal  case  was  an  arm  presentation ;  the  woman  a  poor, 
dissipated,  broken-down  creature,  who,  with  a  midwife  and 
attendants  much  like  herself,  had  been  in  labour  all  night  I 
saw  her  at  noon,  and  had  no  trouble  in  turning  and  deliver- 
ing, and  left  her  quite  happy  at  being  out  of  her  misery.  I 
found,  in  the  morning,  that  she  had  died  at  daylight,  drop- 
ping off  so  easily  that  it  was  believed  she  had  fallen  asleep. 
The  third  case  I  do  not  remember  so  well,  but  think  it  was 
simply  a  tedious  labour.  The  patient  died  twenty-four  hours 
after  delivery;  They  were  all  three  simply  cases  of  exhaus- 
tion. These,  and  the  uraemic-poisoning  case  in  New  York, 
and  four  other  cases — one  of  which  was  a  most  interesting 
case  of  pyaemia,  in  which  death  occurred  thirty-five  days  after 
delivery,  and  which  was  worthy  of  a  long  and  full  report — 
are  the  only  ones  of  death  from  the  dangers  of  gestation  or 
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delivery  that  I  can  at  this  time  recall  in  my  whole  experi- 
ence. 

Twice  I  have  felt  compelled  to  use  perforation.  The  first 
time  was  in  a  frontal  presentation,  when,  for  some  cause,  we 
could  not  make  the  forceps  hold.  The  next  was  in  a  vertex 
presentation,  with  face  in  the  hollow  of  the  sacrum.  It  was  a 
curious  case — a  heavy,  stolid  German  woman  of  forty.  She 
had  been  delivered  of  three  stillborn  children,  and  I  had  had 
the  good  luck  to  deliver  her  of  a  large,  fine  living  child — for- 
ceps delivery — two  years  before.  In  her  fifth  confinement 
the  presentation  was  good,  and  after  waiting  long  and  giving 
her  a  fair  chance,  I  applied  the  forceps.  If  I  had  tackled  the 
Rock  of  Gibraltar  I  could  not  more  signally  have  failed. 
Then  I  thought  of  the  best  doctor  for  physical  strength  within 
reach,  and  he  was  sent  for.  He  tugged  away  till  he  was 
tired  out,  when  the  family  remembered  a  remarkably  skilful 
"  little  "  German  doctor,  who,  after  a  short  trial,  concluded 
he  could  not  do  it,  and  we  put  our  heads  together  and  settled 
on  craniotomy.  The  family  would  not  consent,  and  another 
eminent  and  stouter  German  doctor  was  sent  for,  and  he 
bothered  us  for  hours,  trying  and  resting,  and  trying  again. 
He  finally  gave  in,  and  we  settled  down  to  the  perforator. 
The  baby  had  been  dead  for  hours.  After  reducing  the  head 
to  the  smallest  dimensions  possible  with  the  cranioclast,  we 
could  not  move  it.  We  removed  the  frontal  and  parietal 
bones,  and  by  that  time  there  was  a  slight  gain,  and  after 
mutual  efforts,  that  lasted  altogether  three  hours  from  the 
time  I  sat  down  with  the  perforator,  the  brave  little  patient 
was  delivered,  nor  was  there  any  very  serious  trouble  after- 
wards. She  was  in  bed  three  weeks,  but  has  never  conceived 
again. 

I  cannot  recall  a  single  death  or  serious  harm  following  a 
forceps  delivery.  Since  learning  to  use  them  neatly,  I  apply 
them  earlier  than  I  used,  but  always  give  Nature  a  good 
chance.  In  my  midwife  cases  I  satisfy  myself  that  they  are 
necessary  before  using  them.  I  often  have  patients  who  cry 
out  for  them  when  I  enter  the  house.    I  use  them  slowly, 
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imitating  Nature  I  do  not  consider  an  hour  or  two  out  of 
the  way  at  all,  and  I  have  had  them  on  and  off  for  a  day  or 
two,  once  or  twice,  with  a  perfect  recovery  of  the  mother. 

I  have  been  peculiarly  fortunate  in  regard  to  haemorrhages 
after  delivery,  never  but  once  knowing  that  my  patient's 
life  was  in  great  danger.  It  was  a  most  interesting  and 
instructive  case,  but  too  long  for  this  article.  Only  once  in 
my  entire  experience  have  convulsions  seized  my  patient 
during  labour,  or  before  or  after.  She  recovered,  the  baby 
stillborn  during  coma.  I  have  seen  a  dozen  or  more  cases  in 
consultation ;  at  one  time  I  had  seen  seven  consecutive  cases 
that  had  recovered  I  have  much  faith  in  venesection,  but 
there  are  cases  I  would  not  bleed.  I  have  not  been  a  strenu- 
ous advocate  for  hurrying  delivery ;  Nature  almost  always 
delivers.    That  it  is  a  sine  qud  non  is  absurd. 

I  have  had  two  cases  of  encephalic  monsters ;  they  did  not 
disturb  the  course  of  events. 

Spina  bifida  has  been  a  rare  event  to  me,  two  cases  only 
that  I  recall. 

I  used  anaesthetics  in  labour  much  more  frequently 
formerly  than  now.  I  fail  to  see  their  value  in  most  cases,  and 
only  use  them  when  the  os  is,  from  any  cause,  very  tender 
and  sensitive,  or  when  I  am  about  to  undertake  a  painful 
obstetrical  operation.  I  have  patients  who  insist  upon  their 
use,  and  in  such  cases  yield  gracefully  and  do  the  best  I  can. 
If  not  carried  to  complete  anaesthesia,  the  use  of  them  does 
not  often  interfere  with  the  progress  of  a  case,  and  serves  to 
divert  the  patient  from  a  too  complete  consciousness  of  her 
pain.  But,  owing  to  the  varying  susceptibility  of  women,  it 
is  not  always  possible  to  stop  at  exactly  the  right  point,  and 
quite  lately  I  have  lost  a  child,  a  fine,  stout  boy,  from  my 
patient  passing  to  complete  anaesthesia  (in  an  instrumental 
case)  the  moment  the  baby's  head  passed  the  external  soft 
parts.  Now,  while  it  is  allowable  to  make  tremendous  trac- 
tion with  the  forceps  upon  an  undelivered  head — the  shoulders 
easily  following  the  head — after  the  head  passes  the  vulva  the 
situation  is  completely  changed.    The  shoulders  now  have 
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to  overcome  the  resistance  of  the  soft  parts,  and,  unless  our 
efforts  at  extraction  are  backed  up  by  good,  strong,  expulsion 
pains,  it  cannot  be  done  by  any  amount  of  tension  we  may 
safely  apply  to  the  head,  and  the  blunt  hook  is  the  instrument 
we  have  to  depend  upon.  In  this  case  my  patient  was  noisy 
and  troublesome  till  the  head  was  delivered — having  had  but 
a  few  drops  of  chloroform — but  the  moment  the  head  was 
delivered  she  became  completely  insensible.  The  child,  a  very 
large  one,  lay  face  downward,  and  the  sphincter  caught  him 
as  neatly  as  any  garroter  could  have  done ;  he  gasped  for 
breath  two  or  three  times,  and  though  I  had  a  good  blunt 
hook  at  hand  and  quickly  applied  it,  at  the  same  time  trying 
to  take  off  the  compression  of  the  soft  parts,  did  not  succeed 
in  delivering  until  the  child  was  hopelessly  gone.  If  I  had 
had  another  blunt  hook,  with  the  two  I  could  have  delivered 
sooner.  I  had  delivered  this  woman  three  times  previously, 
with  forceps,  of  living  children,  but  without  chloroform. 

I  have  used  ergot  quite  frequently  ever  since  I  began  to 
practise  midwifery,  at  first  in  inertia  only,  viz.,  when  pains 
were  feeble ;  of  late  years  for  other  purposes,  principally  for 
haemorrhages.  I  have  never  seen  harm  result  from  its  use,  save 
in  one  case  over  forty  years  ago.  In  a  tedious  case  with  the 
os  well  dilated,  the  ergot  acted  most  violently.  I  have  never 
seen  anything  like  it  since ;  the  child  was  stillborn,  and  no 
doubt  the  use  of  the  forceps  would  have  been  much  better. 
Midwives  having  too  much  to  do  use  ergot  constantly  to 
hurry  their  cases ;  and  if  you  happen  to  get  a  patient  formerly 
attended  by  a  midwife,  the  chances  are  that  your  case  will 
make  but  little  headway  until  you  use  it,  the  patient  having 
acquired  what  may  be  called  the  ergot  habit  I  have  seen 
dozens  of  such  cases,  using  ergot  for  insufficient  pains  ;  one 
should  have  the  forceps  at  hand.  But  why  use  ergot  in  such 
a  case  at  all  ?  The  forceps  skilfully  applied  is  safer  for  mother 
and  child.  I  never  knew  the  mother  to  die  after  a  forceps 
delivery,  and  very  few  children ;  I  am  sorry  I  am  not  able  to 
say  exactly  how  many,  but  I  am  sure  I  have  not  lost  a  baby 
that  way  for  years,  except  the  one  just  mentioned  as  lost 
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through  the  use  of  chloroform  during  the  instrumental 
delivery. 

I  have  attended  a  lady  with  all  her  children,  ten  in  number. 
The  first  seven  were  under  ten  pounds'  weight,  easy,  natural 
labours;  then  the  mother  grew  fatter,  and  the  last  three 
children  weighed  fourteen  or  fifteen  each,  with  long,  tedious, 
instrumental  labours.  In  the  last  one,  the  largest  child  and 
the  most  tedious  labour,  the  child  stillborn,  I  was  over  an 
hour  in  delivering  the  shoulders. 

I  have  delivered  a  few  times  from  above  the  superior 
strait ;  cannot  say  how  many  times ;  can  recall  two  instances, 
and  know  there  were  more. 

It  would  not  harmonise  with  Nature's  perfect  work  that  a 
woman,  in  carrying  out  the  principal  object  of  her  existence, 
the  continuance  of  her  species,  should  lose  her  life  in  giving 
birth  to  her  child.  Our  artificial,  luxurious  mode  of  living, 
our  refinements  and  cultivation,  and  development  of  the  sen- 
timents and  emotions,  and  fineness  of  figure  and  fibre,  render 
our  women  more  liable  to  danger  and  disaster  in  child-bearing 
than  when  living  plainer.  But,  fortunately,  modern  science 
has  given  the  physician  almost  perfect  methods  of  relieving 
her  from  nearly  all  the  ills  that  female  flesh  is  heir  to,  and  I 
have  a  conviction  that  there  is  nothing  that  can  happen  to 
women  in  which  there  is  so  little  danger  as  child-bearing. 
And  if  women  were  taught  this  wholesome  truth,  it  would 
entirely  change  the  colour  of  their  lives.  Another  conviction 
is  that  the  pains  of  childbirth  are  enormously  exaggerated  in 
the  vast  proportion  of  cases.  I  have  noted  this  fact  in  a 
great  number  of  cases,  and  nearly  all  the  ladies,  when  asked 
about  the  amount  of  pain,  at  the  time  have  said  it  was  much 
less  than  they  had  expected,  and  a  few,  a  very  few,  have  said 
"  it  was  nothing  at  all."  But  there  is  this  curious  contradic- 
tion, that,  while  willing  to  speak  lightly  of  the  pain  at  the 
time  of  labour,  when  asked  about  it  afterwards  all  have  said, 
without  exception,  that  it  was  simply  awful.  So  that  it 
seems  their  testimony  cannot  be  relied  upon,  and  we  have  to 
draw  our  own  conclusions ;  and,  as  I  said  before,  from  what  I 
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have  seen  I  do  hot  believe  that  in  the  majority  of  cases  there 
is  such  severe  pain  as  is  usually  supposed ;  and  if  we  can 
make  young  women  believe  this  too,  we  shall  brighten  the 
complexion  of  their  lives  and  lessen  the  number  of  cases  of 
abortion,  of  which  I  am  about  to  speak.  But  before  doing 
so  I  wish  to  bear  testimony  again  to  the  value  of  the  early 
and  prompt  application  of  the  forceps  in  cases  of  threatened, 
tedious,  wearying  labour.  They  are  but  a  pair  of  thin,  ele- 
gantly made  steel  hands,  which,  backed  by  strong  arms  and 
skilfully  applied,  do  better  service  in  the  cause  of  women 
than  ever  did  those  bright  Toledo  blades  that  cut  such  a 
figure  in  the  annals  of  chivalry.  For  both  mother  and  child 
we  may  say,  as  Sir  Walter  Raleigh  said  of  the  axe  used  to 
behead  him, "  It  is  a  sharp  medicine,  but  a  quick  cure  for 
earthly  ills." 

Abortion. 

As  nations  grow  more  powerful  and  prosperous,  and  indi- 
viduals devote  themselves  to  the  getting  of  wealth  that  they 
may  lead  lives  of  luxury  and  pleasure,  a  disposition  to  regu- 
late the  size  of  the  family  prevails,  and  the  slaughter  of  the 
innocents  begins  ;  so  we  may  say  that  abortion,  like  the  free 
use  of  salt,  marks  a  high  degree  of  culture  and  civilisation. 
It  is  not  necessary  to  say  anything  of  the  causes  of  abortion, 
which  are  as  various  almost  as  the  cases.  But  I  have  had 
opportunities  of  seeing  some  curious  and  interesting  results 
following  "  criminal  abortion  "  which  will  interest  you,  and  I 
will  mention  them. 

In  several  instances  fine,  healthy,  handsome  young  women, 
quite  recently  married,  found  themselves  in  the  family  way 
earlier  than  suited  their  views,  and  caused  criminal  abortions 
to  be  procured.  It  was  interesting,  years  afterwards,  when 
they  desired  to  be  treated  for  sterility,  to  learn  from  them  the 
story  of  their  folly.  They  had  lost  the  ability  to  conceive. 
It  was  as  if  violated  Nature  required  years  to  recover  her 
propriety. 

In  two  of  the  cases  the  mothers  of  the  young  women  had 
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not  only  sanctioned  the  crime,  but  had  gone  with  them  to  the 
abortionist.  Many  years  ago  I  was  the  physician  to  a  lady, 
mother  of  three  healthy  children,  who  became  one  of  what  I 
may  call  a  colony  of  abortionists.  A  cultivated  and  accom- 
plished young  married  lady  with  one  child  had  moved  into 
the  neighbourhood,  and  soon  taught  a  number  of  the  ladies, 
her  more  intimate  friends,  the  art  or  trick  of  rupturing  the 
membranes  with  a  goose  quill.  My  patient  was  one  of  the 
initiated.  I  will  not  attempt  to  say  now  how  often  I  at- 
tended this  lady  with  her  abortions  in  the  few  following  years; 
she  had  acquired  the  habit,  and  abortions  would  recur  in  spite 
of  her.  As  soon  as  she  discovered  this  it  became  the  end 
and  aim  of  her  existence  to  have  another  living  baby :  it 
was  years  before  she  succeeded,  then  in  less  than  a  month 
the  baby  died  with  convulsions,  and  another  and  another  suc- 
ceeded, each  succeeding  one  attaining  greater  age  and  the 
mother  proportionately  more  fond.  It  was  the  most  pitiful 
sight  I  ever  saw,  this  anxious,  pale,  sad-faced  mother  watching 
those  delicate  children  as  they  drooped  and  died.  Finally 
one  lived,  a  sturdy  fellow,  who  as  a  child  was  the  terror  of 
the  neighbourhood,  as  a  young  man  was  a  thief,  and  could  not 
be  trusted  in  any  way.  In  such  manner  may  geniuses  for 
good  or  evil  be  made.  The  lady  who  so  thoughtlessly  cor- 
rupted her  friends  is  long  since  dead,  though  descended  from 
a  long-lived  race.  She  was  ambitious  and  desirous  of  a  social 
position ;  they  had  been  poor,  but  worldly  matters  went 
well  with  them,  and  she  might  have  been  living  now,  a 
happy  grandmother,  but  for  this  most  unhappy  turn  in  her 
affairs. 

I  am  not  able  now  to  say  how  many  cases  of  abortion  I 
have  attended.  If  I  put  them  at  twenty  a  year  it  would 
make  the  number  a  thousand ;  but  when  I  say  I  have  had 
four  cases  in  the  past  month,  and  have  always  had  a  good 
number,  it  would  not,  at  all  events,  be  out  of  the  way  to  say 
six  hundred  cases.  I  believe  there  were  more — well,  say  six 
hundred ;  and  when  I  add  that  I  never  saw  a  woman  die 
from  haemorrhage  in  abortion,  a  valuable  and  interesting  fact 
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is  stated,  and  one  which  should  bring  a  goodly  degree  of  com- 
fort to  the  unfortunate  doctor  who  is  compelled  to  attend 
these  doubtful,  confusing,  tormenting  cases.  And  speaking 
of  haemorrhage  reminds  me  that  a  former  patient,  mother  of 
one  child,  much  to  her  annoyance  failed  to  menstruate  at  the 
proper  time,  and  a  month  or  two  later,  to  her  great  delight, 
found  herself  flooding  so  violently  that  I  was  sent  for.  I  put 
her  to  bed,  enjoined  rest  and  perfect  quiet,  and  gave  her  an 
opiate.  She  lost  an  immense  quantity  of  blood,  large  clots 
coming  away ;  she  hoped  everything  had  passed.  The  same 
thing  happened  a  month  later.  I  did  not  see  her,  but  at  the 
proper  time,  six  months  afterwards,  delivered  her  of  a  fine 
healthy  child. 

It  is  astonishing  how  long  a  time,  occasionally,  will  elapse, 
after  the  death  of  the  foetus,  before  it  is  cast  off.  I  have  had 
a  case  where  three  months  passed  after  its  death  before  it 
was  expelled,  the  patient  troubled  all  the  time  with  a  pink 
show.  It  is  not  necessary  or  desirable  that  I  should  say 
much  about  the  treatment  of  cases  of  abortion  ;  we  all  treat 
them  similarly.  I  have  found  the  haemorrhage  easily  con- 
trolled by  the  well-fitting  tampon,  and  have  never  seen  harm 
from  its  use.  If  the  ovum  is  long  retained  and  haemorrhages 
occur,  we  should  try  to  get  it ;  for,  once  the  ovum  is  turned 
out,  the  bleeding  ceases.  I  have  known  the  ovum  retained 
twenty-eight  days,  and  finally  discharged  with  very  little 
show,  perfectly  inodorous  and  unchanged ;  and  Dr.  Hasbrouck, 
of  Nyack-on -the- Hudson,  reports  a  case  retained  sixty-five 
days.  If  decomposition  takes  place,  and  there  are  very  offen- 
sive discharges,  and  the  os  open,  and  the  cavity  of  the  womb 
easily  reached,  I  should  say  by  all  means  turn  it  out ;  but  if 
the  external  os  is  tightly  closed,  I  should  hesitate  to  invade 
the  sanctuary  on  which  Nature  has  written,  "  No  admittance." 
From  a  great  number  of  cases  that  I  have  had  of  retained 
decomposing  ova  which  came  away  or  were  absorbed  without 
harm  to  the  patient,  I  have  come  to  have  little  fear  as  to  the 
result. 

In  a  little  book,  entitled  a  The  Physician  Himself/'  written 
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by  Dr.  Cathell,  of  Baltimore,  and  dedicated  to  Prod  Austin 
Flint,  Sr.,  I  find  these  golden  words : 

"  When  you  are  importuned  to  produce  abortion,  on  the 
plea  of  saving  the  poor  girl's  character,  or  to  prevent  her 
sister's  heart  from  being  broken,  or  her  father  from  discover- 
ing her  misfortune  and  committing  murder,  or  to  prevent  the 
child's  father  from  being  disgraced,  or  to  avert  the  shame  that 
would  fall  on  the  family,  or  the  church  scandal,  &c,  &c,  or 
to  limit  the  number  of  children  for  married  people  who  already 
have  as  many  as  they  want,  or  for  ladies  who  assert  that  they 
are  too  sickly  to  have  children,  or  that  their  sucking  child  is 
too  young  to  be  weaned,  &c — you  should  meet  them  with  a 
refusal  as  cold  as  ice,  and  never  even  seem  to  entertain  the 
proposition.  If  they  are  too  importunate,  express  your  senti- 
ments strongly."  "  How  could  anyone  but  a  fool  be  induced 
to  take  the  burden  from  another's  shoulders  to  his  own  by 
doing  a  crimson  crime ;  to  violate  both  his  conscience  and  the 
law ;  to  risk  exposure,  social  and  professional  ruin,  and  the 
penitentiary,  by  putting  himself  into  anyone's  guilty  power, 
whether  as  a  favour  or  for  a  paltry  fee  ?  " 

Dr.  William  E.  Clarke:  Mr.  President,  I  was  very 
much  gratified  at  hearing  Dr.  Clark's  paper,  and  I  agree 
cordially  with  his  remarks  about  wise  conservatism  in  ob- 
stetrical practice ;  but  how  long  he  would  have  the  practi- 
tioner wait  before  using  the  forceps  he  did  not  state.  I  suppose 
we  must  decide  for  ourselves.  My  experience  in  midwifery 
commenced  about  the  same  time  the  doctor's  did.  The 
doctor  has  been  exceedingly  fortunate  in  not  having  had 
more  cases  of  craniotomy.  I  have  not  been  so  fortunate. 
After  practising  awhile  in  Rochester,  N.Y.,  I  took  Horace 
Greeley's  advice  and  came  West.  I  went  into  Michigan  and 
travelled  along  in  stage  coach,  trying  to  find  out  where 
Chicago  was.  When  about  half-way  through  Michigan  I 
stopped  overnight,  and  the  next  morning  being  Sunday,  I,  as 
a  descendant  of  the  Puritans,  could  not  travel,  so  I  went  to 
church,  and  there  a  man,  who  had  known  my  father  as  a 
physician,  said  he  had  moved  out  there  in  an  early  day,  that 
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his  folks  were  sick,  and  he  wanted  me  to  go  and  see  them. 
From  that  I  was  called  to  other  families,  and  I  stayed  there 
several  years.  My  experience  there  in  midwifery  was  pro- 
bably worth  more  to  me  than  the  experience  I  have  had  any- 
where else  during  the  same  length  of  time.  I  remember  a 
call  requiring  a  journey  of  eighteen  miles  through  the  woods. 
I  was  chosen  because  I  had  the  only  forceps  in  the  entire 
county.  When  I  got  to  the  place  I  found  a  woman  who  had 
been  in  labour  three  or  four  days  and  was  then  almost  un- 
conscious. Three  physicians  had  been  in  attendance,  but 
one  of  them  left  because  a  youngster  was  called  in.  I  applied 
the  forceps,  and  they  pulled  and  pulled,  and  we  all  pulled 
together,  and,  as  the  doctor  said,  we  put  our  heads  together, 
and  it  was  three  heads  against  one,  but  the  one  head  was  too 
much  for  the  three,  so  we  decided  to  attack  the  head,  and  I 
performed  craniotomy;  and  I  must  say  that  was  the  most 
horrible  operation  that  I  ever  performed,  although  I  believe  it 
saved  the  life  of  the  woman.  After  abstracting  the  brain  and 
meninges  and  some  of  the  bones,  I  applied  the  forceps  and 
brought  the  child  out,  and  before  I  could  tie  the  cord  and 
place  the  child  in  a  tub  of  water  that  had  been  got  ready 
for  its  bath  it  commenced  to  cry.  I  shall  never  forget  the 
horror  of  the  cry  of  the  child  so  mutilated,  and  the  curses  I 
got  from  the  household.  I  don't  remember  getting  anything 
else  for  my  eighteen  mile  ride.  The  child  weighed  fifteen 
pounds.  That  was  my  second  case  of  craniotomy.  In 
another  case  I  was  called  to,  the  poor  woman  was  almost 
dead ;  forceps  had  been  applied  several  times,  and  I  know 
great  efforts  must  have  been  made  in  applying  them,  for,  in- 
troducing my  hand  into  the  vagina,  I  introduced  it  right  into 
a  pocket  alongside  of  the  womb.  The  efforts  must  have  been 
very  great  to  produce  such  a  wound  in  the  vagina.  However, 
I  slipped  the  forceps  past  the  wound  into  the  cavity  of  the 
womb,  and  put  on  both  blades,  but  I  could  not  move  the 
foetus,  and  so  resorted  to  craniotomy.  The  woman  recovered, 
notwithstanding  her  mutilation.  Where  forceps  have  been 
properly  applied  I  have  never  seen  any  reason  to  regret  their 
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use.  Dr.  Foster  will  recall  a  case  where  it  took  our  united 
strength  to  deliver  a  fifteen-pound  child  that  to-day  is  one  of 
the  brightest  children  in  this  city,  and  the  mother,  I  believe,  is 
in  perfect  health. 

I  would  like  to  hear  about  the  doctor's  experience  with 
laceration  of  the  uterus  and  of  the  perinaeum — how  often  he 
has  had  them  and  how  he  has  treated  them.  The  first  severe 
case  I  had,  I  inserted  sutures  before  I  left  the  bedside ;  and 
that  has  been  my  invariable  custom,  when  I  have  been  per- 
mitted to  do  it,  and  I  think  I  have  never  seen  a  case  but  what 
was  perfectly  successful.  I  have  had  three  cases  of  complete 
laceration  of  the  perinaeum,  and  all  made  good  recoveries.  I 
hope  we  shall  hear  some  time  what  the  doctor's  experience 
has  been  in  cases  of  laceration. 

Dr.  C.  W.  Earle  :  Mr.  President,  I  am  sorry  that  it  was 
impossible  for  me  to  hear  the  first  of  the  paper  read  by  Dr. 
Clark,  and  also  his  paper  read  at  a  previous  meeting,  because 
it  appears  to  me  that  anything  said  by  a  gentleman  of  such 
ripe  experience  is  of  great  value  to  those  of  us  who  are 
interested  in  this  subject.  What  he  said  in  regard  to  the 
abortion  habit,  and  to  the  procedure  which  is  practised  by  a 
very  large  number  of  women — that  is,  teaching  others  to  do 
it,  and  handing  it  down  from  one  generation  to  another — and 
what  he  said  in  regard  to  mothers  going  with  their  daughters 
to  abortionists,  seems  to  me  ought  to  be  impressed  upon  the 
minds  of  women.  There  ought  to  be  some  way  of  bringing 
this  to  the  attention  of  the  sex.  I  cannot  conceive  the  reasons 
which  induce  mothers  to  do  such  things.  It  has  come  to  pass 
in  some  cases  that,  even  before  the  marriage  of  a  daughter,  the 
mother  will  go  to  the  family  doctor  and  try  to  make  some 
arrangement  to  keep  the  young  woman  who  is  about  to  be 
married  from  becoming  pregnant  for  the  first  two  or  three 
years.  It  seems  to  me  there  ought  to  be  some  way  of  edu- 
cating the  moral  sense  of  the  female  sex  up  to  a  declaration 
against  such  a  procedure. 

I  was  very  much  interested  in  what  the  doctor  had  to  say 
in  regard  to  treating  a  retained  foetus  after  its  death,  but  I 
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must  say  that  my  practice  would  be  somewhat  different  from 
his,  although,  being  a  much  younger  man,  I  am  willing  to  bow 
to  such  an  extended  experience  as  his.  It  would  be  culpable 
for  me,  believing  as  I  do,  when  a  foetus  had  been  dead  for  a 
considerable  length  of  time,  if  there  was  a  bad  odour  even  if 
the  os  was  closed,  to  allow  it  to  remain.  And  while  perhaps 
invasion  of  the  uterus  is  forbidden  to  some,  I  certainly  should 
feel  it  my  duty  to  dilate  the  os  in  some  way,  and  get  that 
decomposed,  infecting  mass  from  the  uterine  cavity.  In  his 
closing  remarks  I  hope  the  doctor  will  tell  us  whether  cases 
of  profound  sepsis  have  not  sometimes  occurred  where  things 
were  left  exactly  to  Nature.  Within  the  last  two  weeks  I 
have  had  a  case  of  this  kind  where  everything  was  left  to 
Nature,  and  it  appears  to  me  that  if  I  had  not  arrived  upon 
the  field  about  the  time  I  did  the  woman  would  have  died 
either  from  haemorrhage  or  sepsis.  I  was  called  to  see  the 
woman,  and  when  I  arrived  the  medical  gentleman  who  had 
been  attending  her  was  not  there,  and  was  not  expected.  He 
had  done  nothing,  because  he  evidently  believed  in  letting 
Nature  take  its  course.  The  woman  was  suffering  from  pro- 
found haemorrhage,  was  pale,  with  some  elevation  of  tem- 
perature and  a  rapid  pulse.  L  made  an  examination  and 
found  a  protruding  mass  of  decomposed  stuff,  which  I  at  once 
proceeded  to  remove.  After  removing  this  dibris,  I  washed 
out  the  uterus  thoroughly  and  filled  it  with  boric  acid.  That 
woman  has  never  developed  a  half-degree  of  temperature  nor 
had  a  bad  symptom  since.  She  progressed  to  a  rapid  and 
perfect  recovery.  I  cannot  believe  that  it  is  safe  to  trust  such 
cases  entirely  to  Nature. 

Dr.  T.  J.  Watkins  :  Mr.  President,  I  would  like  to  ask 
Dr.  Clark  if  he  has  had  any  experience  in  the  administration 
of  morphia  hypodermically  for  the  relief  of  pain.  In  the 
beginning  of  my  obstetric  practice  I  used  chloroform  freely 
as  soon  as  the  head  reached  the  floor  of  the  pelvis,  but 
frequently  observed  that  the  pains  became  weaker,  which 
necessitated  the  use  of  the  forceps.  It  has  always  seemed  to 
me  that  the  haemorrhage  following  labour  is  greater  after 
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using  chloroform ;  but  after  using  morphia  hypodermically  I 
have  not  noticed  any  of  these  ill  effects. 

Dr.  DeLaskie  Miller  :  Mr.  President,  I  feel  that  I  have 
been  fortunate  in  being  here  this  evening,  for  I  have  been 
very  much  interested  in  Dr.  Clark's  paper  and  in  his  ex- 
perience. I  rise  now  to  make  a  motion  rather  than  to  make 
any  comments  upon  the  paper.  I  move  that  a  vote  of  thanks 
be  given  to  Dr.  Clark  for  his  paper,  and  that  he  be  requested 
to  favour  the  Society  with  an  additional  paper  upon  the  same 
subject  at  his  earliest  convenience. 

Motion  seconded  by  Dr.  Parkes,  and  carried  by  a  vote  of 
the  Society. 

Dr.  John  S.  Clark,  in  closing  the  discussion,  said  :  Mr. 
President, — I  was  relating  my  experience,  and  my  experience 
has  been,  where  the  os  was  closed,  to  leave  the  ovum,  trusting 
to  the  efforts  of  Nature  to  discharge  it  by  disintegration  or 
by  absorption.  I  have  had  the  most  remarkable  success  all 
through  life  in  treating  these  cases.  In  the  few  cases  of  death 
I  have  seen  in  abortion,  I  have  been  in  doubt  as  to  whether 
death  did  not  occur  more  often  from  the  violence  done  in  the 
efforts  to  empty  the  cavity  of  the  womb  than  would  have  oc- 
curred by  the  passive  changes  taking  place  in  the  ovum.  Still, 
as  I  say  in  my  paper,  if  haemorrhage  occurs  and  continues,  by 
all  means  get  out  the  mass,  if  you  can  do  it  without  too  much 
violence.  If  the  os  is  dilated  and  easily  reached,  go  in  and 
get  it  out.  We  all  feel  better  when  we  know  the  uterus  has 
been  emptied.  In  one  of  the  cases  of  death  which  occurred 
in  my  experience,  I  forced  my  way  into  the  womb,  and 
turned  out  its  contents.  The  woman  lived  a  week  or  so  and 
then  died  ;  that  was  a  long  time  ago,  but  I  have  always  been 
troubled  lest  perhaps  my  violence  had  something  to  do  with 
her  death.  As  I  said  before,  I  see  so  many  cases  where  the 
offensive  discharge  is  going  on  and  on  day  after  day ;  and 
where  I  see  other  discharges  of  the  womb  that  are  as 
offensive,  and  perhaps  more  offensive  (as,  for  instance, 
cancer),  without  harm,  I  have  come  to  be  very  cautious  about 
violating  Nature,  and  I  like  to  be  directed  first  by  what 
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Nature  seems  to  point  out ;  if  she  closes  the  cavity,  I  would 
be  rather  loath  to  go  into  it  Of  course,  if  I  see  bad  symptoms, 
chills  with  fever,  and  sinking  of  my  patient,  and  there  is  still 
a  discharge  of  offensive  matter,  I  think  I  should  follow  the 
plan  Dr.  Lusk  recommends— dilate  the  os  and  get  the  mass 
out. 

I  have  never  used  morphine  in  the  way  Dr.  Watkins 
speaks  of. 

Ovariotomy  on  a  Hermaphrodite. 

Dr.  Florian  Krug,  of  New  York,  describes  this  interesting 
case  in  the  American  Journal  of  Obstetrics  for  January.  The 
patient  was  a  Pole,  aged  nineteen.  When  ten  years  old  a 
copious  growth  of  hair  appeared  all  over  the  body,  especially 
the  face:  At  sixteen,  abdominal  pains,  with  epistaxis,  oc- 
curred monthly,  but  there  was  never  any  show.  A  swelling 
appeared  a  few  months  before  she  entered  hospital.  It  was 
diagnosed  as  haematometra  and  haematocolpos.  Krug  noted 
the  masculine  appearance  of  the  patient  Nothing  womanly 
existed  save  her  long  tresses.  The  whiskers  and  moustache 
were  well  developed,  and  she  shaved  daily.  The  skeleton, 
especially  the  pelvis,  was  massive.  The  external  genitals  at 
first  sight  were  like  those  of  a  male ;  the  clitoris  was  two 
inches  long.  Two  folds,  resembling  a  scrotum  when  they  lay 
together,  concealed  a  narrow  vaginal  orifice.  The  urethra 
opened  immediately  under  and  behind  the  penis-like  clitoris. 
The  vagina  contained  no  rugae.  The  portio  vaginalis  of  the 
cervix  was  minute ;  its  os,  a  pinhole  orifice,  admitted  a  fine 
sound  for  about  two  inches.  The  tumour  descended  into  the 
pelvis,  and  appeared  as  though  connected  with  the  uterus ;  it 
caused  extreme  distension  of  the  abdomen.  Bronchitis  and 
kidney  disease  complicated  the  case.  A  large  sarcoma  of  the 
right  ovary  was  removed ;  its  base  had  to  be  shelled  out  of  the 
right  broad  ligament  The  left  ovary  formed  a  smaller  sar- 
comatous tumour,  also  sessile ;  it  was  removed.  The  patient 
died  of  bronchitis  on  the  tenth  day.    The  stumps  on  either 
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side  of  the  small  uterus,  wtjere  the  ligatures  had  been  em- 
ployed, were  normal. 


Gonorrheal  Salpingitis. 

Dr.  Terillon  states  {Bull.  Midical)  that  gonorrhoeal  sal- 
pingitis presents  three  modes  of  invasion  :  I.  Acute  vaginitis, 
followed  by  endometritis,  and  finally  by  salpingitis.  2.  Mild 
vaginitis,  sudden  development  of  pelvic  peritonitis,  the  early 
symptoms  of  salpingitis.  3.  Absence  of  vaginitis,  uterine  and 
tubal  gonorrhoea.  The  first  two  varieties  are  due  to  infection 
with  the  virus  of  an  active  gonorrhoea  ;  the  third  variety  to 
the  virus  of  an  old  or  latent  gonorrhoea.  Salpingitis,  accord- 
ing to  the  statistics  of  Fournier,  occurs  in  one-fifth  of  all  cases 
of  gonorrhoea  in  the  female.  When  the  disease  is  limited  to 
the  mucous  membrane  of  the  tubes,  and  but  little  pus  is  formed, 
the  prognosis  is  favourable.  At  the  menopause  all  symptoms 
generally  disappear.  It  must  be  remembered,  however,  that 
even  in  this  relatively  benign  form,  life  may  be  endangered  at 
any  moment  by  the  sudden  development  of  peritonitis.  But 
suppuration,  with  encystment,  is  more  frequent  than  this 
simple  catarrh.  The  pus  sac  may  rupture  either  into  the 
uterus  or  into  the  rectum,  or,  far  more  frequently,  into  the 
peritoneum,  provoking  a  fatal  peritonitis.  A  similar  peri- 
tonitis may  develop  before  any  accumulation  of  pus  in  the 
tubes,  from  mere  extension.  In  non-encysted  cases  a  small 
quantity  of  pus  may  escape  from  the  tube,  producing  a  local 
peritonitis  with  the  formation  of  false  membranes,  which  con- 
stitute a  protective  envelope.  This  may  rupture  at  some 
point  with  a  similar  result,  and  so  on,  even  fifteen  or  twenty 
times,  as  Terillon  has  observed,  constituting  a  relapsing  peri- 
tonitis. Gonorrhoeal  salpingitis  is  nearly  always  double,  and 
consequently  entails  sterility. 

The  treatment  of  salpingitis  is  both  medical  and  surgical. 
Of  curetting  it  may  be  said,  that  if  justified  by  the  endome- 
tritis, it  has  no  influence  on  the  tubes.  Medical  treatment 
is  wholly  symptomatic.    Rest  in  bed,  with  hot  water  vaginal 
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irrigations  for  pain;  revulsives,  either  blisters  or  punctate 
cauterization,  possess  marked  resolvent  power.  Constipation, 
which  always  accompanies  the  disease,  should  be  relieved,  and 
peritonitis  should  be  combated  with  appropriate  measures. 
These  means  may  alleviate  or  even  cure  the  peritonitis,  but 
they  cannot  eradicate  the  basic  disease,  which  may,  at  any 
moment,  unexpectedly  assume  an  alarming  form. 


TRANSACTIONS   OF  THE  GYNAECOLOGICAL    SOCIETY  OF 

CHICAGO. 

Regular  Meeting,  March  20th,  1891. 
The  President,  W.  W.  Jaggard,  in  the  Chair. 

Dr.  Franklin  H.  Martin  read  a  paper  on 

Vaginal  Hysterectomy  for  Cancer* 

There  are  six  distinct  methods  of  operating:  First, 
Czerny's ;  second,  Olshausen's ;  third,  M  tiller's  ;  fourth, 
Fritsch's;  fifth,  Winckel's;  sixth,  Plan's.    , 

Questions  which  are  still  unsettled,  and  which  the  author 
considered  should  be  thoroughly  discussed,  are:  First, 
methods  of  treating  wound  and  broad  ligament  stumps; 
second,  forcipressure  versus  the  ligature  in  securing  the 
stumps ;  third,  limits  of  the  operation  for  cancer,  upper  and 
lower;  fourth,  immediate  mortality  of  the  operation;  fifth, 
ultimate  results. 

The  methods  of  treating  the  wound  and  the  stumps  seem 
to  be,  as  far  as  results  are  concerned,  simply  a  matter  of 
taste,  as  operators  with  equally  brilliant  records  differ 
radically  in  regard  to  this  point  Kaltenbach,  Olshausen, 
Mikulicz,  Teuffel,  Tauffer,  Winckel,  Shauta,  Slawjanski, 
Martin,  Czerny,  and  the  majority  of  the  older  operators, 
favour  the  closing  of  the  peritoneal  edges  and  the  vaginal 
opening,  while  some  of  the  later  operators,  and  especially 
those  of  America,  favour  the  open,  or  the  partially  open, 
wound,  with  a  loose  drain  of  iodoform  gauze.  Among  the 
latter  may  be  mentioned  Byford,  Montgomery,  Boldt,  and 
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Reed.  In  my  cases  I  have  made  no  attempt  to  close  the 
peritoneum  or  vaginal  openings  further  than  to  place  the 
tissues  in  position,  so  that  the  natural  collapse  of  the  parts 
would  bring  like  tissues  in  coaptation.  The  tendency  of 
late,  however,  among  all  operators  seems  to  be  towards  an 
attempt  to  at  least  completely  close  the  peritoneal  opening 
with  sutures.  It  certainly  appeals  to  one's  sense  of  the 
surgical  fitness  of  things.  Schauta  (Prague),  who  has 
operated  sixty-five  times  (1890)  with  five  deaths,  says  on 
this  subject :  "  The  method  which  has  given  me  the  best 
results  is  the  one  in  which  all  stumps  are  placed  and  fixed 
strictly  extraperitoneally,  and  with  complete  closure  of  the 
supravaginal  wound  and  of  the  peritoneal  cavity."  Kalten- 
bach  (Halle),  who  has  operated  eighty  times  (1890)  with  but 
two  deaths,  says :  "  I  think  it  is  a  fundamental  condition  of 
success  that  the  peritoneal  wound  be  closed.  From  my  first 
operation  I  have  always  closed  the  open  wound  completely 
...  I  cannot  reconcile  myself  to  drainage  of  the  abdominal 
cavity.  There  is  nothing  there  to  be  drained.  One  of  the 
most  important  points  is  to  keep  the  dangerous  supravaginal 
wound  everted  towards  the  outside.  Cases  of  illness  have 
occurred  when  the  peritoneum  has  been  left  open."  Olshau- 
sen  (1890)  has  dropped  the  pedicles  and  closed  the  vagina 
below  the  stumps.  This  he  has  done  in  twelve  cases.  One 
of  these  died.  The  others  recovered,  not  at  all  without 
accident,  for  some  had  abscesses  and  fever,  with  perforation 
of  the  abscess  into  the  vagina  and  rectum.  "  But  this  should 
not  frighten  us,"  he  says ;  "  only  the  procedure  must  be  still 
further  perfected." 

Forcipressure  versus  the  ligature  is  a  question  which  does 
not  seem  to  be  settled.  The  drift  of  opinion  among  those 
who  have  employed  both  methods  seems  to  be  towards 
limiting  the  use  of  forceps  to  those  cases  in  which  there  is 
some  special  indication  for  their  use,  and  at  all  other  times 
to  employ  the  ligature.  The  special  indications  for  their 
use  may  be  summed  up  as  follows:  First,  shortening  the 
time  of  the  operation ;  second,  the  greater  facility  with  which 
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they  may  be  applied  in  case  of  a  narrow  vagina ;  third,  the 
possibility  of  applying  them  to  ligaments  when  the  uterus  is 
held  high  in  the  pelvis ;  fourth,  to  facilitate  drainage  in  the 
open-wound  method. 

The  contra-indications  may  be  summarized  as  follows: 
First,  the  difficulty  in  all  cases  of  including  the  ligament  in 
one  pair  of  forceps,  and  the  necessary  crowding  of  the  vagina 
with  several  pairs  after  both  sides  are  cared  for ;  second,  the 
difficulty  in  obtaining  complete  hemostasis  in  all  portions  of  a 
large  ligament  included  in  the  grasp  of  one  pair  of  forceps; 
third,  the  danger  of  almost  certain  and  fatal  haemorrhage  in 
case  of  an  accidental  unlocking  of  the  forceps  and  the  yield- 
ing of  the  grasp  in  spite  of  the  tied  handles ;  fourth,  the 
danger  of  ulceration  into  surrounding  organs  (bladder  and 
rectum)  from  prolonged  pressure;  fifth,  the  danger  of  the 
forceps  breaking  at  the  lock  from  oxidization,  and  precipitat- 
ing haemorrhage  shortly  after  their  application;  sixth,  the 
danger  of  leaving  a  route  along  their  track  of  application 
for  infection  of  the  peritoneal  cavity  before  or  subsequent  to 
their  removal. 

Among  those  favouring  employment  of  forceps  abroad 
are  P£an,  Richelot,  and  L.  Landau  (Berlin).  *  The  latter  says 
(1890):  "No  single  method  is  so  generally  applicable  as  the 
one  for  which  we  are  indebted  to  P£an — that  of  forcipressure. 
I  have  tried  the  other,  too,  but  the  experience  with  the  new 
one  is  so  incomparably  better  that  I  shall  not  give  it  up.  It 
can  be  performed  in  an  incredibly  short  time.  .  .  Indica- 
tions can  be  met  with  this  operation  which  could  not  be  met 
with  others ;  even  fixed  uteri  can  be  removed  by  it." 

Among  those  favouring  forcipressure  in  this  country  may 
be  mentioned  E.  C.  Dudley  and  H.  T.  Byford,  of  Chicago; 
H.  J.  Boldt,  of  New  York ;  Hall  and  Reed,  of  Cincinnati ; 
Montgomery,  of  Philadelphia,  and  others.  In  1888  Dudley 
favoured  this  operation  for  the  following  reasons:  "(1)  The 
operation  is  made  short  and  simple ;  (2)  haemostasis  is  prompt 
and  reliable ;  (3)  turning  the  cervix  into  the  peritoneal  cavity 
and  bringing  the  corpus  uteri  into  the  vagina  are  not  neces- 
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SSLrY  l  (4)  the  sloughing  stump,  if  left  in  the  vaginal  wound 
below  the  peritoneum,  comes  away  much  more  quickly,  and  a 
clean  granulating  surface  takes  the  place  of  a  gangrenous 
wound;  (5)  effective  drainage  is  secured  by  means  of  the 
forceps ;  (6)  convalescence  is  less  complicated ;  (7)  the  opera- 
tion gives  promise  of  reducing  the  mortality  to  four  or  five 
per  cent,  or  less/'  These  were  Dr.  Dudley's  views  in  1888. 
Dr.  H.  T.  Byford,  who  was  the  first  to  invent  a  haemostatic 
forceps  with  the  required  strength  and  the  pelvic  curve,  for 
this  purpose — the  forceps  which  is  now  almost  universally 
employed,  when  any  is  used  at  all — seems  more  and  more  to 
regard  the  ligatures  as  the  safer  of  the  two.  He  has  not 
entirely  laid  aside  the  forceps,  but  it  is  noticeable  that  he 
secures  about  everything  that  is  liable  to  give  much  trouble 
in  the  way  of  haemorrhage  with  strong  silk  ligatures,  reserv- 
ing the  forceps  for  the  upper  margin  and  less  important 
portions  of  the  broad  ligaments.  In  my  opinion  more  stress 
is  laid  on  the  part  that  the  haemostatic  forceps  plays  in 
shortening  the  operation  than  is  warranted  by  the  facts.  I 
have  found  in  a  number  of  instances  cases  in  which  there 
were  large,  thick  broad  ligaments  in  which  several  ligatures 
could  be  applied  in  much  shorter  time  than  it  would  require 
to  apply  the  forceps.  In  the  first  operations  which  I  per- 
formed I  struggled  hard  to  apply  the  forceps  to  the  entire 
ligament  I  succeeded,  but  in  each  instance  I  was  obliged  to 
reinforce  the  first  pair,  either  at  the  upper  or  lower  margin  of 
the  ligament,  with  one  and  oftener  more  pairs  of  smaller  for- 
ceps. After  a  time  it  seemed  better  to  ligate  the  large,  bulky 
base  of  the  ligament  with  one  or  two  silk  ligatures,  and  sever 
it  to  that  extent,  and  then  apply  the  forceps  to  the  upper  thin 
portion,  which  it  had  no  difficulty  in  securing.  I  am  now 
positive  that  in  the  majority  of  cases  the  ligatures  can  be 
applied  as  rapidly,  if  properly  understood,  and  with  greater 
security  than  the  forceps;  and  when  other  obvious  advan- 
tages of  the  ligatures  are  taken  into  consideration,  I  am  not 
sure  that  I  would  not,  in  the  majority  of  cases,  prefer  them 
to  the  forceps.    It  seems  to  me  that,  in  the  not  far  distant 
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future,  the  forceps,  like  division  of  the  uterus  after  Miiller,  or 
the  turning  of  the  fundus  backward,  will  be  resorted  to  only 
in  cases  where  special  indications  arise  and  the  use  of  the 
ligatures  for  some  reason  is  impracticable.  Pozzi  (Paris) 
1890,  said  of  the  use  of  forceps :  "  In  exceptional  cases  this 
method  may  be  used ;  it  is  a  procedure  determined  by  neces- 
sity, not  by  choice.  If  ligation  be  possible  it  is  preferable, 
for  the  statistics  of  cases  operated  on  according  to  the  for- 
ceps method  are  bad.  Forcipressure  acted  also  on  the 
bladder.  The  pressure  on  the  intestines  has  sometimes  led 
to  their  laceration,  occlusion,  and  adhesion.  It  narrows  the 
field  of  operation,  and  hinders  the  removal  of  the  adnexa 
which  occasionally  is  necessary.  Finally,  it  prevents  proper 
antisepsis,  by  the  necrosis  of  the  tissues  included  in  the  bite 
of  the  forceps." 

Keith  says,  in  January,  1891,  on  this  subject: — "The 
practice  of  securing  the  broad  ligaments  by  strong  locking 
forceps,  or  even  by  especially  constructed  clamps,  and  let- 
ting these  remain  on  for  several  days  or  until  they  drop 
away  of  themselves,  does  not  commend  itself  to  me  as  good 
surgery." 

Limits  of  Vaginal  Hysterectomy  for  Cancer. — One  of  the 
most  interesting  questions  at  present,  since  the  justifiability 
of  this  operation  for  cancer  is  admitted,  is  its  points  of  limita- 
tion when  cancer  of  the  uterus  exists.  In  other  words,  how 
much  must  a  uterus  be  involved  before  the  operation  for  its 
removal  is  justifiable,  and,  on  the  other  hand,  how  extensively 
must  the  tissues  be  involved  before  we  reach  the  limit  beyond 
which  the  operation  is  no  longer  justifiable  ? 

In  exploring  the  literature  of  this  subject  which  has  accu- 
mulated since  Czerny's  first  case,  we  find  that  the  field,  as 
bounded  by  the  upper  and  lower  limits  of  this  operation,  has 
constantly  broadened,  until  to-day  it  is  far  from  heresy  for 
one  to  make  the  lower  limit  at  the  earliest  possible  date  at 
which  carcinoma  of  any  portion  of  the  uterus  (no  matter  how 
minute)  can  be  accurately  diagnosed  by  means  of  the  micro- 
scope, and  to  place  the  upper  limit  at  the  point  beyond  which 
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it  is  no  longer  possible  to  remove  the  organ  with  a  reasonable 
chance  of  primary  recovery. 

So  far,  in  following  the  evolution  of  this  operation,  we 
have  found  first  the  operation  grudgingly  tolerated  in  exten- 
sive cancerous  development  in  which  the  disease  had  not 
passed  the  limit  of  the  uterus.  Then  we  found  it  tolerated 
in  a  few  cases  of  high  cervical  disease,  reserving  for  high 
amputation  all  cases  where  the  disease  was  apparently  cervi- 
cal. Now  we  will  find  in  our  next  step  advocates  of  the  radi- 
cal operation  in  all  cases,  no  matter  how  minute  the  point  in 
which  carcinoma  can  be  recognised.  Finally  we  find  a  still 
further  extreme  in  which  the  operation  is  advocated  in  cases 
of  doubtful  diagnosis.  This  is  the  turn  the  subject  took  at 
the  Cincinnati  meeting,  1889,  of  the  American  Association  of 
Obstetricians  and  Gynaecologists.  £.  £.  Montgomery,  of 
Philadelphia,  read  a  paper  on  the  subject,  in  which  one  of  his 
four  conclusions  was  "  that  in  all  cases  of  cancer  when  con- 
fined to  the  uterus,  whether  of  the  body  or  cervix,  vaginal 
hysterectomy  is  the  only  justifiable  operation."  In  another 
we  read :  "  When  the  condition  is  one  of  doubt  the  patient 
should  be  given  the  benefit  of  the  doubt  and  the  organ  re- 
moved." 

Watham,  of  Louisville,  and  Reed,  of  Cincinnati,  substan- 
tially agreed  with  Dr.  Montgomery  in  regard  to  his  first  con- 
clusion which  I  have  quoted,  and  did  not  openly  deny  the 
propriety  of  the  second.  The  paper  was  also  discussed  by 
Vander  Veer,  of  Albany,  Joseph  Price  and  Hoffman,  of 
Philadelphia,  and  not  a  word  of  objection  was  uttered  to  the 
extreme  views  by  any  one. 

In  May,  1890,  I  read  a  paper  before  the  Gynaecological 
Section  of  the  American  Medical  Association,  in  which  I 
endeavoured  to  support  the  two  following  propositions :  first, 
"  Vaginal  hysterectomy  is  the  most  justifiable  surgical  proce- 
dure we  yet  know  for  the  cure  of  cancer  of  the  uterus ; " 
second,  "  Vaginal  hysterectomy  should  be  attempted  for  the 
cure  of  cancer  of  the  uterus  at  the  earliest  possible  moment 
after  the  disease  is  diagnosed."  With  the  exception  of  one 
or  two  objectors,  I  found  the  Section  with  me. 
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Following,  however,  in  August,  at  the  Tenth  International 
Congress,  the  subject  was  done  full  justice,  and  the  experience 
with  this  procedure  which  was  represented  there  lent  great 
weight  to  the  words  which  were  uttered.  That  this  Congress 
was  in  favour  of  the  operation  there  is  no  chance  to  doubt. 
Fritsch  (Breslau),  John  Williams  (London),  Schauta  (Prague), 
Pozzi  (Paris),  Olshausen  (Berlin),  Martin  (Berlin),  Landau 
(Berlin),  Slawjanski  (St.  Petersburg),  Kaltenbach  (Halle), 
Dueveluis  (Berlin),  Kellman  (New  York),  Czerny  (Heidel- 
berg), Frankel  (Breslau),  and  P£an  (Paris),  representing  in 
the  aggregate  an  experience  of  over  one  thousand  cases, 
favoured  without  question  the  operation  as  a  legitimate  pro- 
cedure of  great  importance. 

The  question  at  the  meeting,  of  all  others,  was  one  of  limit 
Williams  would  perform  the  operation  in  all  cases  of  cancer 
of  the  uterus  where  the  organ  was  not  too  large,  and  mobile 
and  free  from  adhesions. 

Schauta  called  attention  to  the  fact,  which  has  been 
demonstrated,  that  in  apparently  strictly  local  disease  of  the 
cervix  cancerous  foci  were  present  in  higher  portions  of  the 
cervix  or  the  body  of  the  uterus.  He  was  able  at  the  time  to 
cite  seventeen  cases  which  had  been  reported.  In  my  own 
short  experience  with  this  operation  I  have  had  one  such  case, 
which  I  had  the  honour  to  put  on  record  before  this  Society. 
These  cases  belong  to  the  class  of  which  Fritz  said  at  one 
time  that  a  single  one  would  decide  the  question,  whether 
total  extirpation  or  partial  amputation  should  be  done,  in 
favour  of  the  former.  Schauta,  therefore,  places  the  lower 
limit  of  the  indication  for  hysterectomy  so  as  to  include  every 
case  of  cancer  of  the  uterus  as  soon  as  it  can  be  recognised. 
He  then  rejects  amputation  altogether  for  cancer,  if  hysterec- 
tomy is  possible.  This  operator,  too,  pushes  the  upper  limit 
of  the  operation  beyond  the  point  ordinarily  recognised  as 
correct  He  considers  it  questionable  whether  we  should  not 
give  a  patient  the  moral  support  afforded  by  an  operation, 
even  if  we  are  quite  sure  that  we  cannot  go  beyond  the  di- 
sease.   He  also  questions  whether  we  are  not  able  to  prolong 
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life  somewhat  by  diminishing  pain  and  sloughing.  He 
admits  that  the  operation  must  be  more  dangerous  in  these 
cases,  and  that  life  may  be  shortened  in  a  few  instances  in 
consequence.  He  argues  that  in  not  a  few  cases  of  apparent 
cancer  infiltration  of  the  broad  ligament  the  deposits  may  be 
of  an  inflammatory  nature  alone.  Pozzi  stated  the  prognosis 
of  ultimate  recoveries  after  these  operations  to  be,  according 
to  the  latest  statistics,  between  40  and  SO  per  cent.  This 
operator  is  against  supra-vaginal  amputation  because  we  are 
unable  to  state  with  certainty  when  the  disease  has  not  ex- 
tended to  the  uterus.  As  to  the  upper  limits  he  says :  "  The 
operation  should  be  performed  only  in  cases  in  which  the 
disease  has  not  passed  beyond  the  limits  of  the  uterus." 

Olshausen  summed  up  as  follows : — "  The  primary  results 
must  differ  according  to  the  limits  accorded  the  contra-indi- 
cations.  Still,  even  if  the  limits  of  the  indication  be  liberal, 
the  mortality  may  be  reduced  to  10  or  15  per  cent  .  •  . 
The  final  results — that  is  to  say,  the  permanent  cures — are,  of 
course,  far  more  unfavourable,  but  an  earlier  diagnosis  and 
operation  will  secure  better  results  in  the  future.  Patients 
who  are  not  radically  cured  suffer  less  after  the  operation 
than  the  patients  not  operated  upon;  this  is  due  to  the 
absence  of  haemorrhage  and  discharges.  Exceptions  to  this 
rule  occur." 

Landau  thought  "  indications  can  be  met  with  this  opera- 
tion which  could  not  be  met  by  the  other ;  even  fixed  uteri 
can  be  removed  by  it,  if  the  disease  has  not  extended  to  the 
uterus."  As  to  the  upper  limits  he  says :  "  The  operation 
should  be  performed  only  in  cases  in  which  the  disease  has 
not  passed  beyond  the  limits  of  the  uterus."  Nineteen  out  of 
forty  of  his  cases  survive  after  two  years,  free  from  relapse. 

Slawjanski  believes  "even  in  the  neglected  cases  the 
operation  should  be  done ;  for  though  relapse  may  occur 
rapidly,  the  subjective  well-being  of  the  patient  is  secured 
by  it." 

Hear  what  Martin  says  at  the  Congress : 

"  We  must  gradually  cofae  to  the  point  of  performing  the 
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operation  in  cases  where  every  other  mode  of  treatment  has 
failed,  and  large  losses  of  blood  and  other  troubles  extending 
over  years  have  reduced  the  patient  and  made  it  impossible 
for  her  to  enjoy  life.  I  am  convinced  that  as  we  have  ex- 
tended the  indication  in  other  fields,  so  it  must  be  in  this." 

Immediate  Mortality. — Immediate  mortality  of  this  opera- 
tion in  the  hands  of  expert  operators  can  as  yet  only  be 
estimated.  In  the  hands  of  the  expert  it  promises  to  go 
below  the  mortality  of  simple  ovariotomy.  The  mortality  of 
the  operator  having  the  largest  number  of  cases  to  his  credit 
in  this  country,  as  shown  in  my  collection  of  cases  of  last 
year,  was  5  per  cent  in  twenty  cases.  The  operator  is  H.  T. 
By  ford.  The  next  highest  operator,  H.  J.  Boldt,  of  New 
York,  had  a  mortality  of  6.6  per  cent  in  sixteen  cases.  Slaw- 
janski  (St  Petersburg)  had  seven  deaths  in  his  first  forty 
cases,  and  only  one  in  his  second  forty.  Kaltenbach  has  had 
eighty  cases,  with  two  deaths,  or  2.5  per  cent  mortality.  A. 
Tannen  {Arch,  /  Gynak.),  from  June,  1883,  to  the  middle  of 
November,  1889,  collected  one  hundred  and  three  total 
extirpations  at  the  Breslauer  Universitats-FrauenkUnik,  of 
which  ten  died,  making  a  mortality  of  9.7  per  cent 

The  mortality  of  the  operation  shows  a  rapid  decrease 
from  year  to  year.  I  am  sure  I  am  not  overstating  the  facts 
if  5  per  cent,  mortality  is  put  down  as  the  average  mortality 
of  the  future  of  this  operation  in  the  hands  of  a  good  surgeon. 

Ultimate  Results. — John  Williams  (already  quoted)  after 
a  thorough  study  of  all  obtainable  statistics,  put  the  average 
per  cent  of  permanent  cures  at  28  per  cent  in  1890.  Schauta 
(1890)  claimed  47*3  per  cent  definite  cures,  all  cases  counted 
as  cured  after  three  years  had  elapsed  without  return.  Pozzi 
put  the  percentage  of  permanent  cures  at  40  to  50  per  cent 
These  results  are,  of  necessity,  tainted  with  the  old  conser- 
vatism which  would  not  allow  of  the  radical  operation  until 
the  case  was  ripe,  as  it  were,  or  until  high  amputation  and 
all  other  forms  of  procedure  had  been  discarded  as  too  late 
At  the  same  time  they  seem  surprisingly  favourable.  In 
the  face  of  these,  and  the  fact  that  women  in  the  future  will 
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be  able  to  obtain  this  operation  early  we  are  led  to  predict 
a  permanent  cure  in  at  least  50  per  cent 

From  this  imperfect  and  hasty  study  of  this  very  interest- 
ing subject  I  will  subjoin  the  following  conclusions  as  repre- 
senting to  my  mind  the  present  status  of  the  subject : 

1.  Vaginal  hysterectomy  is  a  legitimate  surgical  procedure. 

2.  Each  case  should  be  a  law  unto  itself  as  regards  the 
method  to  be  selected  for  the  accomplishment  of  the  opera- 
tion. 

3.  The  future  will  demonstrate  that  ligatures  are  prefer- 
able to  any  form  of  lock  forceps  for  securing  the  broad  liga- 
ments. Forceps  will  be  reserved  for  emergencies  where  they 
must  be  employed  as  the  least  of  two  evils. 

4.  Unless  there  are  special  indications  for  drainage,  the 
peritoneum  should  be  as  carefully  closed  as  after  an  abdominal 
operation. 

5.  The  stumps  of  the  broad  ligaments  should  be  everted 
towards  the  supra-vaginal  opening  and  drained  antiseptically. 

6.  Vaginal  hysterectomy  should  be  performed  for  all  cases 
of  cancer  of  the  uterus  when  it  is  still  practicable  to  remove 
the  organ  without  materially  increasing  the  mortality,  and 
should  be  adopted  at  the  earliest  possible  moment  after  the 
diagnosis  has  been  made. 

7.  The  immediate  mortality  of  this  operation  in  the  hands 
of  surgeons  should  not  exceed  5  per  cent,  and  in  the  hands 
of  experts  it  should  be  still  further  reduced. 

8.  The  future  ultimate  results  of  this  operation,  after  phy- 
sicians recognise  the  importance  of  early  diagnosis  and  early 
operation,  will  reach  a  much  more  favourable  percentage  than 
that  recorded  by  the  past. 

Dr.  J.  H.  Etheridge,  in  opening  the  discussion,  said :  I 
had  hoped  to  hear  a  little  more  of  Dr.  Martin's  own  peculiar 
way  of  dealing  with  these  cases,  and  something  of  his  own 
experience  concerning  the  matter.  He  is  evidently  not  very 
much  pleased  with  the  forceps,  as  a  rule.  Concerning  the  use 
of  forceps,  I  can  only  speak  from  my  personal  experience  in 
the  matter,  and  I  must  confess  that  I  am  very  much  impressed 
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in  its  favour,  especially  as  I  did  the  first  of  my  operations 
with  ligatures  and  had  accidents  in  the  way  of  haemorrhage 
which  were  simply  terrible.  Since  I  have  used  the  broad- 
ligament  forceps  I  have  never  had  haemorrhage. 

There  are  several  little  points  concerning  the  technique  of 
the  operation  which  the  doctor  has  not  adverted  to,  and  which 
it  seems  to  me  could  be  spoken  of  with  propriety ;  one  is  the 
management  of  the  denudation  of  the  cervix  after  encircling 
it  with  the  incision  for  the  purpose  of  crowding  the  tissues 
up.    In  operating,  we  draw  the  cervix  down  as  far  as  we  can ; 
and  if  we  are  able  to  draw  it  down  towards  the  vulvar  orifice, 
we  cannot  tell  exactly  where  to  begin.    If  we  begin  too  high, 
we  may  open  the  bladder  the  first  thing.    Two  things  are  to 
be  done  in  denuding  the  cervix :  one  is  to  avoid  the  bladder, 
the  other  is  to  avoid  opening  into  the  rectum.    It  is  the  easi- 
est thing  in  the  world  to  open  into  the  bladder ;  we  open  it  so 
quickly  that  the  first  we  know  of  it  there  is  a  little  gush  of 
urine  over  everything.    But  by  commencing  the  incision  low 
down,  and  being  sure  that  we  get  through  not  merely  the 
vaginal  mucous  membrane,  but  the  tissue  under  the  mucous 
membrane,  the  connective  vaginal  tissue,  we  get  close  to  the 
uterus  itself  and  speedily  bring  ourselves  in  contact  with  the 
connecting  material  between  the  cervix  and  the  bladder.  The 
method  of  procedure  I  have  adopted  is  to  make  this  inci- 
sion first,  and  then  by  pushing  up  posteriorly  I  separate  and 
push  up  as  far  as  I  can  from  side  to  side  till  I  open  up  the 
peritoneal  cavity  from  behind,  the  finger  slipping  up  easily 
where  one  can  feel  the  smooth  glistening  surface  on  the  poste- 
rior wall  of  the  uterus.    Then,  by  tearing  the  tissues  on  both 
sides  until  we  get  on  a  level  with  the  broad  ligament,  we  can 
put  two  fingers  into  the  peritoneal  cavity.    Broad  ligaments 
differ ;  some  are  wide  and  some  are  narrow,  just  as  there  is  a 
difference  between  the  vaginal  wall  and  the  peritoneal  cavity 
above.    I  have  found  the  broad  ligament  five  times  as  long 
in  some  women  as  in  others.     In  hooking  the  finger  over  the 
broad  ligament  from  behind  and  bringing  it  down  forward, 
we  can,  with  a  good  deal  of  effort,  dip  the  finger  into  the  ante- 
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rior  utero-vesical  junction,  and  in  that  way  push  the  finger 
forward  and  cut  up  on  it  with  a  knife  until  we  make  an  open- 
ing through  the  vaginal  vault  in  front  of  the  uterus,  and  then 
it  is  an  easy  matter  to  separate  and  tear  until  we  have  as 
broad  a  cavity  in  front  of  the  uterus  as  behind  it. 

Another  thing  the  doctor  failed  to  mention  :  some  women 
will  bleed  at  every  point,  and  the  amount  of  haemorrhage  that 
will  pour  from  them  without  opening  an  artery  is  astonishing, 
while  in  others  there  is  very  little  bleeding.  When  the  broad 
ligaments  have  been  denuded  in  this  way,  I  have  experienced 
no  trouble  in  including  them  in  the  bite  of  the  forceps,  never 
carrying  the  tip  of  the  forceps  beyond  the  top  of  the  broad 
ligament,  for  if  that  projects  beyond  them  the  top  of  the  for- 
ceps becomes  a  place  that  can  produce  a  puncture  in  the  in- 
testine after  a  while ;  but  if  we  place  it  flush  with  the  broad 
ligament,  the  broad  ligament  retracts  and  draws  back,  and  the 
forceps  seem  to  go  back  to  the  pelvic  wall,  and  there  is  a 
minimum  of  danger  of  perforation  of  the  intestine.  A  simple 
thing  can  be  done  when  the  ligament  is  broad — that  is,  to 
reflex  or  anteflex  the  uterus ;  in  that  way  we  double  the  broad 
ligament  and  can  catch  the  whole  of  it  in  the  bite  of  the  for- 
ceps, and  when  we  do  that  we  narrow  very  much  the  space  to 
be  grasped  by  the  forceps.  Sharp  and  Smith  made  a  forceps  a 
few  years  ago  which  seemed  to  me  to  be  sensible.  It  consists 
of  two  parellel  blades ;  the  under  blade  curves  out  a  little  bit, 
the  tips  of  the  jaws  meet  when  one  closes  the  forceps,  and 
when  locked  the  two  blades  come  down  together,  and  in  that 
way  there  is  no  danger  of  a  portion  of  the  broad  ligament 
coming  out.  There  is  one  practical  point  I  noticed  in  three 
different  cases  after  I  had  removed  the  uterus  entirely,  using 
the  forceps,  where  I  have  had  a  haemorrhage  ;  I  recall  describ- 
ing to  some  gentlemen  before  whom  I  did  the  operation  this 
particular  form  of  haemorrhage,  and  telling  them,  when  they 
had  got  everything  in  front  of  the  broad  ligament,  to  be  parti- 
cularly careful  ai*d  lift  everything  from  the  posterior  vaginal 
wall  and  take  a  sharp  look  for  bleeding  points.  But  in  the 
case  I  refer  to  I  worked  three-quarters  of  an  hour  before  I 
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thought  of  looking  at  the  posterior  vaginal  wall,  where  I 
found  a  large  haemorrhage.  I  have  had  the  misfortune  to  do 
everything  in  the  way  of  badness  in  vaginal  hysterectomy,  ex- 
cept to  cut  off  the  ureter.  In  one  case  I  opened  the  bladder 
in  two  different  places,  one  of  which  I  did  not  discover ;  in 
another  case  I  opened  the  bladder  once ;  and  I  opened  the 
rectum  in  one  case.  These  cases  all  got  well,  except  the  one 
in  which  one  opening  into  the  bladder  was  not  discovered. 

Objection  is  made  to  the  forceps  that  sloughing  of  the 
broad  ligament  occurs  which  is  liable  to  infect  the  peritoneal 
cavity.  It  seems  to  me  there  is  no  danger  of  that,  for  this 
reason,  when  the  forceps  is  applied  to  the  broad  ligament,  the 
supposition  is  that  the  forceps  presses  up  in  the  pelvic  cavity, 
and  that  healing  takes  place  below ;  whereas,  in  fact,  healing 
takes  place  above,  and  that  part  is  cut  off  from  infecting  the 
pelvic  cavity,  and  when  the  forceps  is  removed  the  tissue  that 
is  necrosed  from  its  grasp  comes  out  of  the  hole  left  by  the 
forceps.  I  have  never  had  any  trouble  from  such  sloughing. 
To  my  mind  there  is  an  objection  to  using  the  ligatures, 
because  they  can  introduce  septic  material.  Another  thing 
is,  the  removal  is  not  always  easy ;  in  the  cases  in  which  I 
have  used  ligatures,  I  have  had  to  make  use  of  an  elastic  liga- 
ture strapped  to  the  thigh  in  order  to  keep  up  pressure  and 
get  them  out ;  in  one  instance  it  took  five  days. 

I  do  not  at  all  agree  with  Dr.  Martin's  third  conclusion ; 
I  wish  he  would  take  it  out.  I  don't  think  it  is  scientific 
when  he  says  the  mortality  ought  to  be  5  per  cent. ;  I  don't 
think  we  can  say  what  the  mortality  list  ought  to  be.  Ope- 
rating upon  cancer'  of  the  uterus  is  operating  upon  a  most 
desperately  fatal  disease,  and  I  think  if  only  a  small  propor- 
tion of  the  patients  recover  or  have  their  lives  prolonged  it  is 
highly  creditable  and  ought  to  be  satisfactory.  There  are 
several  points  in  the  technique  of  the  operation  that  could  be 
brought  up  profitably,  and  one  I  wish  especially  to  speak  of  is 
closing  the  wound  afterwards.  When  the  wound  is  closed, 
the  patient  put  to  bed,  and  the  legs  put  down  straight,  it  is 
the  rarest  thing  I  know  of  for  anything  to  project  into  the 
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vaginal  cavity  from  above ;  the  peritoneal  lining  of  the  pelvis 
*vhich  is  involved  in  the  wound  will  naturally  fall  down  and 
appose  Itself  to  itself;  the  union  is  not  postponed  for  twenty- 
four  or  forty-eight  hours,  but  the  healing  process  begins  at 
once ;  in  twenty-four  hours  there  is  a  good  deal,  and  in  forty- 
eight  hours  quite  a  union  has  taken  place  there.  I  do  not 
see  the  necessity  of  wounding  the  peritoneum  still  more  by 
putting  stitches  in  it.  Anything  in  the  way  of  drainage  is 
facilitated  by  its  remaining  open  in  this  way,  and  it  will 
remain  open  only  around  the  forceps ;  whereas  if  it  is  closed 
hermetically  there  is  no  possibility  of  anything  getting  away, 
but  everything  will  remain  there  and  be  absorbed  and  may 
cause  the  patient's  death.  I  have  had  seventeen  cases  and 
lost  two  of  them.  The  first  case,  and  the  one  I  felt  the  worst 
about,  was  the  one  in  which  I  opened  into  the  rectum  and  two 
places  in  the  bladder;  that  patient  undoubtedly  died  from 
peritonitis  caused  by  the  undiscovered  wound  in  the  bladder. 
It  is  my  custom,  after  finishing  the  operation,  to  put  warm 
milk  in  the  bladder,  to  see  if  it  escape  anywhere  through  the 
wound ;  if  it  do  I  know  there  is  a  hole,  and  I  immediately 
search  for  it  and  sew  it  up. 

Dr.  Karl  Sandberg  :  I  am  very  sorry  that  I  did  not 
have  the  pleasure  of  hearing  the  entire  paper  of  Dr.  Martin. 
My  experience  in  this  matter  is  limited.  In  reference  to  the 
question  whether  to  use  ligatures  or  forceps,  I  had  the  pleasure 
of  seeing  Dr.  Martin,  in  Berlin,  perform  two  hysterectomies 
by  his  usual  method  of  applying  ligatures  wherever  he  was 
going  to  cut,  and  both  of  these  patients  had  after-haemor- 
rhage. One  of  them  died,  and  the  other  came  as  near  to  it 
as  possible  without  doing  it  After  this  experience  I  was 
prejudiced  in  favour  of  forceps,  and  I  am  still.  The  forceps 
I  used  in  my  first  case  was  Plan's,  and  that  may  be  the  one 
Dr.  Etheridge  referred  to  as  being  made  by  Sharp  and  Smith, 
of  this  city.  The  blades  are  grooved  from  one  side  to  the 
other.  After  applying  the  forceps  on  both  sides  the  uterus 
was  removed,  but  soon  after  haemorrhage  started  from  one  of 
the  broad  ligaments,  and  it  proved  that  the  broad  ligament 
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had  partly  slipped  out  of  the  forceps.  I  applied  one  or  two 
straight  forceps  on  the  side  of  these,  but  it  did  not  control 
the  haemorrhage,  and  I  finally  had  to  pack  with  iodoform 
gauze.  After  this  I  had  a  pair  of  forceps  made  by  Sharp  and 
Smith,  in  which  the  grooves  do  not  run  from  one  side  to  the 
other,  but  slantingly  and  across  each  other.  These  forceps 
grasp  the  broad  ligament  or  anything  else  with  a  much  firmer 
grasp  than  the  one  devised  by  P£an,  as  I  demonstrate  here 
by  putting  them  on  this  towel  and  closing  them.  You  will 
see  that  when  you  close  Plan's  instrument  tightly  over  the 
doubled  towel,  and  make  a  traction  on  the  towel  to  one  side, 
it  slips  right  along  the  grooves.  With  the  other  pair  of  for- 
ceps, when  you  make  traction,  you  will  tear  the  towel  before 
it  slips.  Through  using  these  forceps  I  have  had  no  trouble 
with  after-haemorrhage  in  any  other  case,  and  to  my  mind  it 
is  quite  an  improvement  The  only  indication  I  can  see  for 
using  ligatures  instead  of  forceps  is  that  you  could  cut  the 
ligatures  short  and  leave  them  intraperitoneally,  closing  off 
the  peritoneal  cavity  with  the  object  of  guarding  against  in- 
fections from  the  vagina.  But  if,  as  seems  to  have  been  sug- 
gested by  the  previous  speakers,  the  ligatures  are  left  long,  to 
be  removed  afterwards  by  traction  or  some  other  means,  then 
I  can  see  no  object  in  using  them.  Used  that  way  I  should 
consider  them  a  well-paved  pathway  to  infection. 

Dr.  Franklin  H.  Martin,  in  closing  the  discussion, 
said  :  I  have  very  little  to  add.  Dr.  Etheridge  attempts  to 
criticise  me  somewhat  because  I  did  not  go  into  the  finicky 
details  of  the  operation,  which  any  ordinary  surgeon  would  of 
necessity  take  for  granted,  such  as  ligating  a  bleeding  branch 
of  the  vaginal  artery  in  the  posterior  vaginal  wall ;  or  the 
method  of  separating  the  vagina  from  the  uterus,  which  we 
all  understand  is  to  be  at  a  point  as  far  away  from  the  disease 
as  possible,  and  at  the  same  time  not  take  too  much  of  the 
vagina.  We  all  understand,  before  we  begin  to  talk  about 
this  operation,  that  it  is  quite  unpleasant  to  go  into  the 
bladder,  and  the  thing  to  do  is  to  keep  as  near  the  uterus  as 
possible ;  and  if  you  can't  accomplish  this  by  the  finger  nail, 
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the  point  of  blunt  scissors  kept  against  the  uterus  can  easily 
separate  any  other  tissue.  Dr.  Etheridge  spoke  of  the 
forceps  being  objected  to  in  some  cases  because  they  were 
allowed  to  project  too  far  into  the  abdominal  cavity;  he 
stated  that  in  his  operations  he  placed  the  blades  of  the 
forceps  so  that  the  tips  were  flush  with  the  broad  ligament, 
and  then  brought  them  together.  Any  one  who  has  had 
experience  with  this  operation  knows,  with  ordinary  forceps, 
or  even  with  those  mentioned  by  Dr.  Etheridge,  that,  in 
closing  the  instrument,  if  the  ligament  is  flush  you  will 
squeeze  the  edge  of  it  out  of  the  forceps,  and  the  chances  are 
that  the  ovarian  artery  is  left  to  bleed.  The  point  he  made 
as  to  the  forceps  coming  together  is  a  good  one,  but  even  then 
if  the  point  was  carried  a  little  further  than  the  ligament  it 
would  be  impossible  to  close  them  without  having  the  point 
project  into  the  peritoneal  cavity.  The  only  forceps  I  have 
seen  which  would  obviate  this  is  the  one  described  by  East- 
man, of  Indianapolis,  who  has  operated  successfully  a  number 
of  times.  His  forceps  is  made  so  that  the  blades  when  closed 
cross  at  the  point,  and  it  is  simply  impossible,  therefore,  for 
the  ligament  to  squeeze  out  at  the  end  of  the  forceps.  I  do 
not  wish  to  be  understood  as  condemning  in  toto  the  use  of 
the  forceps,  but  I  believe  that  the  gentlemen  who  are  using 
forceps  now  will  gradually,  as  their  experience  increases,  find 
that  it  is  easier,  safer,  and  more  satisfactory  to  ligate  the 
greater  portion  of  the  broad  ligament ;  it  is  easier  and  safer 
if  the  ligatures  are  applied  properly.  If  you  leave  spaces 
between  your  ligatures,  of  course  you  will  get  bleeding ;  if 
you  ligate  as  if  ligating  a  pedicle  of  an  ovarian  tumour,  you 
will  not  get  bleeding.  It  is  a  question  of  properly  applying 
the  ligature 

Dr.  Etheridge  did  not  like  my  statement  that  the  mortality 
ought  to  be  5  per  cent.  If  he  prefers  to  keep  it  at  10  I 
am  willing  to  have  him,  but  I  think  the  mortality  ought  to 
be  5  per  cent  and  even  lower,  and  I  believe  it  is  already 
such  in  the  hands  of  good  operators. 

The  question  of  closing  the  peritoneum  has  been  brought 
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up.  I  stated  that  I  thought  the  peritoneum  should  be  closed, 
but  of  course  that  does  not  settle  it  I  believe  the  perito- 
neum should  be  closed  if  no  indications  arise  for  drainage, 
such  as  we  have  in  cases  of  ovarian  tumours  or  in  abdominal 
surgery  of  any  kind ;  in  all  other  cases  I  think  we  should 
bring  the  peritoneum  together  so  that  it  will  unite,  and  then 
evert  the  broad  ligaments  as  far  as  possible  into  the  vagina, 
then  drain  the  vagina  with  iodoform  gauze. 

Can  the  Gynecologist  aid  the  Alienist  in  Institutions  for  the 
Insane?1    By  I.  S.  Stone,  M.D.,  of  Washington,  D.  C 

This  question  should  receive  an  affirmative  answer  without 
debate.  There  are,  however,  many  who  refuse  to  be  convinced 
of  the  necessity  for  special  treatment  of  the  various  ailments  to 
which  the  insane  are  subject,  claiming  as  they  generally  do, 
that  the  local  or  peripheral  cause,  or  factor,  must  yield,  if  at  all, 
to  such  treatment  as  may  influence  directly  the  central  lesion. 
The  question  is  asked  by  the  gynaecologist  briefly  thus : — Are 
there  not  in  every  community  of  from  one  hundred  to  five 
hundred,  many  cases  of  uterine  or  pelvic  disease  ?  Is  it  not 
true  that  in  a  community  of  five  hundred  sick  women,  sick 
mentally  often  because  of  bodily  infirmity,  that  the  statement 
should  be  doubly  true  ?  This  statement  is  made  ex  cathedra. 
But  taking  the  words  of  various  alienists,  besides  the  proof 
offered  by  the  gynaecologists,  there  is  a  place  for  gynaecology 
right  here.  We  wish  to  note  in  the  beginning  of  this  paper, 
that,  as  many  are  insane  from  any  cause  influencing  and 
reducing  the  standard  of  health,  the  appropriate  treatment  of 
the  special  organ  involved  may  have  as  good  proportionate 
result  in  the  insane  as  in  the  sane.  It  is  not  necessary  to 
question  the  ability  of  a  specialist  to  detect  disease  in  his 
department,  however  much  difference  there  may  be  as  to  treat- 
ment.   Taking  these  suggestions  as  a  basis  for  investigating 


1  Read  in  the  Section  of  Obstetrics  and  Diseases  of  Women,  at  the 
Forty-second  Annual  Meeting  of  the  American  Medical  Association,  held 
at  Washington,  D.  C,  May,  1891. 
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the  question  at  issue,  let  us  see  what  the  alienists  have  to  say 
first.  Bucknill  and  Luke  recognise  ovarian  insanity,  and  say 
such  form  is  commonly  associated  with  ovarian  and  sometimes 
uterine  diseases.  Dr.  Bucknill  says : — u  There  can  be  no  doubt 
that  uterine  disorders  constitute  one  of  the  most  frequent 
remote  causes  of  insanity  with  which  we  are  acquainted.  If, 
therefore,  the  physician  can  ascertain  that  his  patient  has  suf- 
fered or  is  suffering  from  gastric,  hepatic,  intestinal  or  uterine 
disease,  he  will  have  discovered  a  well-known  and  frequent 
cause,  the  existence  of  which  must  be  allowed  to  exercise  its 
influence  in  the  diagnosis."  Mandsley  says : — "  I  saw  melan- 
cholia of  two  years  disappear  after  cure  of  prolapsus  uteri, 
also  another  cure  after  relief  of  inversio  uteri."  Griesenger 
reports  two  cures  from  hysterical  insanity  by  local  treatment, 
after  failure  of  all  other  measures.  These  cases  of  inversion 
and  prolapsus  uteri  I  believe  to  produce  insanity  by  the  con- 
sequent effect  upon  the  ovaries. 

Dr.  Mayer  of  Berlin  reports  numerous  illustrative  cases.1 
Esquirol  says : — "  Menstrual  anomalies  make  up  a  sixth 
part  of  all  the  causes  of  insanity.  In  6,000  cases,  18*97  Per 
cent,  without,  and  81*03  per  cent  with,  menstrual  irregulari- 
ties." Schroder  Vanderkolk  reports  a  case  of  melancholia 
from  prolapsus  uteri,  promptly  cured  by  replacement.  Boyer 
relates  a  case  of  a  woman  insane  during  her  first  pregnancy. 
Ten  years  later,  her  mental  alienation  having  returned,  it  was 
thought  she  was  again  pregnant.  Examination  revealed 
uterine  polypus,  the  removal  of  which  cured  her  at  once. 
Schlager  says  "  in  67  of  100  cases  of  irregular  menstruation 
in  insane  women,  there  were  present  the  various  minor  dis- 
turbances so  often  observed.  In  the  remaining  33  there  were 
undoubtedly  traces  of  actual  disease.  Insane  persons  who 
were  quiet  and  gentle  during  the  interval,  fell  into  maniacal 
raving  during  the  menstrual  flow,  not  infrequently  of  an 
erotic  character."    H.  R.  Storer2  says  of  "  probable  causes 

1  VerhancUungen  der  Gesdlsch*  fur  Geburtsh.    1869. 
*  "  Insanity  in  Women." 
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of  derangement  in  New  York  State  Insane  Asylum  Report 
for  1852,  in  366  cases  of  insanity  occurring  in  both  sexes,  in 
87,  or  nearly  one-fourth  the  whole  number,  are  reported  to 
have  arisen  from  causes  directly  connected  with  the  reproduc- 
tive system.  Same  report  for  1853  shows  117  cases  out  of 
424  cases,  or  more  than  one-fourth  the  whole  number."  Of 
the  many  gynaecologists  who  are  on  record  as  favouring 
the  affirmative  of  this  question,  in  the  front  rank  stands 
Dr.  Robt  Barnes,  of  London,  whose  admirable  study  of  the 
"Correlation  of  the  Sexual  Functions  and  Menstrual  Dis- 
orders of  Women,"1  should  be  read  by  every  alienist  and 
gynaecologist  His  exhaustive  paper  deserves  far  more  than 
mention  in  this  brief  paper,  as  arrayed  in  favour  of  giving 
every  insane  woman  as  much  right  to  relief  from  disease  of 
the  ovaries  and  uterus  as  her  sane  sister  has. 

Dr.  Thos.  Savage,  in  his  address  of  1890,  delivered  in  the 
Section  of  Obstetrics  Branch  of  the  British  Medical  Associa- 
tion, speaking  of  "  Gynaecology  in  its  Relation  to  Insanity ,M 
gives  us  no  uncertain  sound  as  to  his  opinion.  "  There  is  one 
more  point  I  should  like  to  refer  to,  and  that  is  the  necessity 
or  otherwise  that  exists  for  most  and  certainly  all  large 
lunatic  asylums,  to  have  a  gynaecologist  as  a  member  of  their 
medical  staff.  Among  the  causes  of  insanity  in  women, 
heredity,  intemperance  and  the  vicissitudes  of  female  life  are 
said  to  be  the  most  frequent,  and  it  has  long  occurred  to  me, 
as  I  know  it  has  to  others,  that  in  regard  to  the  latter  element 
as  a  cause,  much  good  might  result,  if  every  case  in  which 
there  was  the  least  doubt,  were  thoroughly  overhauled  and 
investigated  by  an  experienced  gynaecologist.  Every  one 
knows  that  occasionally,  although  rarely,  a  case  of  insanity 
has  been  cured  by  the  application  of  a  properly  adjusted  pes- 
sary to  a  displaced  uterus.  Then  in  regard  to  the  influence 
upon  the  mental  state  which  is  produced  by  the  presence  or 
absence  of  the  ovaries,  little  is  known.  Observation  on  this 
point  has  not  been  sufficiently  extended  or  pursued.    In  500 

1  Brit*  Gyn.  Jour.%  November,  189a 
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double  oophorectomies  four  cases  of  insanity ;  three  cured ; 
one  suicide.  I  have  never  seen  insanity  follow  the  removal 
of  one  ovary  or  any  other  pelvic  operation.  The  insanity  of 
the  climacteric  period,  and  of  the  puerperal  period,  may  or 
may  not  be  dependent  upon  some  occult  influence  seated  in 
the  ovaries,  the  exact  nature  of  which,  if  or  where  it  exists, 
has  yet  to  be  investigated"  Dr.  GoodelPs  work  in  rescuing 
women  from  insanity  is  well  known.  He  asserts  that  oopho- 
rectomy may  be  relied  upon  generally  to  cure  insanity  limited 
to  the  menstrual  period,  and  urges  early  operation  in  ovarian 
insanity.1 

Dr.  Betty  has  cured  numerous  cases  of  insanity  by  his 
operation.  Dr.  Reed,  our  honoured  chairman,  has  reported 
six  cases  of  insanity  cured  by  such  operations  as  oophorec- 
tomy, ovariotomy  and  uterine  dilatation.  Dr.  Manton* 
reports  a  case  of  ovarian  tumour  with  insanity  greatly  re- 
lieved by  operation.  Dr.  C.  N.  Hay,  of  New  Jersey  (an 
alienist),  reports  a  case  of  insanity  cured  by  removal  of  an 
ovarian  abscess.8  Dr.  Kitto,  of  Racine,  Wis.,  a  case  of  long 
standing  (thirteen  years)  insanity  cured  by  salpingo-oopho- 
rectomy.  The  patient  had  pyosalpinx.  Time  too  recent  for 
definite  result.  Dr.  J.  B.  Cummins,  of  Arkansas,  another  case 
with  suicidal  and  homicidal  tendency  cured  in  seven  months 
by  oophorectomy.  Immediate  relief;  ovaries  were  enlarged ; 
adherent;  subinvolution  of  uterus.4  Dr.  Cotterell  reports  a 
case  of  menstrual  insanity,  melancholia,  of  eighteen  years' 
standing,  cured  by  removal  of  small  but  painful  ovaries.' 

Dr.  O.  G.  Pfaff  reports  a  case  of  insanity  cured  by  removal 
of  double  pyosalpinx.  Patient  returned  to  her  home  in  a 
month,  and  continued  to  improve  until  cured.6 

The  writer  has  cognisance  of  three  operations  done  indi- 
rectly for  the  mental  condition.    One  ovariotomy  a  cure,  one 

1  Medical  News,  May  17,  1890. 

1  American  Journal  of  Obstetrics,  vol.  ii.,  1889. 

*  Medical  Record,  New  York,  November  15,  1890. 
4  Memphis  Journal  of  Medical  Science. 

1  Maryland  Medical  Journal,  from  Lancet,  February  28,  1891. 

•  5/.  Louis  Weekly  Medical  Record,  October  11, 189a 
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oophorectomy  a  cure,  and  one  in  which  oophorectomy  was 
followed  by  suicide  in  about  six  months,  owing  to  persistent 
insomnia*  Many  additional  cases  may  be  mentioned,  but 
these  should  suffice  to  prove  that  gynaecologists  do  frequently 
encounter  and  relieve  this  dread  disease  among  women.  We 
claim  that  very  many  more  pelvic  causes  of  insanity  exist  than 
are  found,  owing  to  the  difficulty  of  making  a  diagnosis  in 
these  cases.  No  fact  is  better  understood  than  that  any 
disease  of  the  abdominal  organs  may  favour  insanity  even 
by  interference  with  nutrition  alone.  How  much  more  does 
it  seem  probable  that  disease  of  the  organs  peculiar  to  women, 
which  so  much  more  than  the  corresponding  organs  in  men, 
have  to  do  with  her  physical  and  mental  condition,  may 
cause  psychical  derangement.  It  is  unfortunate  that  in  the 
past  some  misdirected  efforts  to  secure  gynaecological  super- 
vision and  treatment  in  asylums  caused  a  general  indisposition 
on  the  part  of  alienists  to  accord  the  gynaecologist  a  place  in 
co-operation  with  them.  There  was  said  to  have  been  too 
keen  a  desire  to  try  oophorectomy  as  a  panacea  for  all  kinds 
of  insanity  in  women.  There  was  also  an  effort  made  to 
introduce  female  physicians  upon  this  tide  of  so-called  neces- 
sity, and  thus  were  blended  disadvantageously  questions  of 
public  policy,  or  expediency,  with  what  should  have  been 
scientific  inquiry.  Dr.  Spitzka's  contemptuous  allusion  to 
gynaecologists  shows  the  animus  of  his  disbelief  in  any  cause 
for  insanity  outside  the  cranium ;  although  he  readily  (else- 
where) admits  that  insanity  is  intensified  by  pelvic  disorders. 
He  refers  to  one  case  of  ill-advised  oophorectomy  by  way  of 
enforcing  his  criticism,  and  in  general  denies  the  claims  urged 
by  the  gynaecologist  Dr.  Reed  has  pointedly  suggested  some 
improvement  in  asylum  management.  Especial  reference  is 
made  to  inadequacy  of  the  medical  staff  in  view  of  amount 
of  work  required.  To  this  I  add  my  indorsement,  and  respect- 
fully suggest  that  the  number  of  physicians  is  generally  much 
less  in  asylums  than  in  regular  hospitals.  The  reverse  should 
be  the  rule.  There  is  also  much  difficulty  in  ascertaining  how 
much  care  is  taken  when  patients  are  admitted,  to  examine 
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the  pelvic  organs  for  disease.  I  learn  that  in  some  asylums 
this  is  carefully  done,  as  for  instance  in  Harrisburg  and  Nor- 
ristown,  Pa.,  hospitals.  Is  it  asking  too  much  that  in  any 
doubtful  case  a  specialist  be  called  to  assist  in  the  investiga- 
tion ?  Some  asylum  reports  show  excellent  work  done  in  the 
pathological  department.1 

But  we  do  feel  some  regret  that  a  full  and  complete  history 
of  the  post-mortem,  appearances  of  all  the  organs  of  the  body 
is  not  forthcoming  from  the  pathological  department  of  our 
various  asylums,  in  order  that  comparisons  may  be  made  with 
a  view  to  distinguish  the  effect  of  insanity  upon  the  various 
organs,  as  well  as  to  observe  the  possible  relation  of  their 
disease  to  the  mental  condition.  This  paper  would  not  be 
complete  without  a  remark  about  the  propriety  of  urging 
examinations,  and  especially  surgical  procedures,  upon  the 
insane.  Sir  Spencer  Wells  was  once  consulted  as  to  legality 
of  operating  upon  a  lunatic,  and  he  referred  the  question  to 
Sir  William  Harcourt,  the  Home  Secretary,  who  replied,  "  If 
she  is  incapable  of  judging  for  herself  treat  her  as  an  infant." 
In  the  case  in  question  the  operation  was  done  and  the  patient 
recovered  her  reason,  and  she  was  afterwards  married. 

The  following  circular  letter  was  sent  to  twenty  of  our 
representative  asylums,  generally  addressed  to  the  superinten- 
dent or  physician  in  charge. 

"  Dear  Doctor, — Will  ypu  kindly  answer  the  following 
questions,  to  be  embodied  in  a  paper  which  I  am  preparing 
for  the  approaching  meeting  of  the  American  Medical  Asso- 
ciation. 

"  1st.  Have  you  a  gynaecologist  on  your  staff  of  physicians 
or  connected  with  your  institution  ? 

u  2nd.  Do  you  have  any  apparent  need  for  such  treatment, 
and  do  you  find  any  cases  of  insanity  due  to  disease  of  the 
pelvic  organs  of  women  ? 

"  An  immediate  answer  will  be  highly  appreciated." 

1  This  is  especially  true  of  one  asylum,  St.  Elizabeth,  Washington, 
D.  G,  although  inquiry  was  made  with  special  reference  to  epileptic  and 
dementia  cases. 
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Boston  Lunatic  Hospital. — wWe  have  no  gynaecologist 
Very  little  need  for  gynaecological  treatment  Verykfew  cases 
of  insanity  due  to  disease  of  pelvic  organs  in  women." 

Worcester  Lunatic  Hospital. — u  In  an  experience  of  nearly 
twenty  years  I  have  failed  to  see  any  case  of  insanity  due  to 
disease  of  pelvic  organs  of  women.  The  female  member  of 
the  staff  (appointed  under  the  law  of  Moss),  does  not  find  any 
notable  amount  of  gynaecological  work  to  do." 

The  female  attendant  writes  thus : — "  As  I  have  held  the 
position  of  gynaecologist  in  this  institution  for  some  years,  the 
superintendent  has  asked  me  to  reply  to  your  questions,  which 
I  am  pleased  to  do,  as  follows : — There  is  a  resident  gynae- 
cologist on  the  staff  of  the  hospital.  There  is  undoubtedly 
need  for  such  treatment,  and  while  I  am  not  convinced  that 
uterine  disease  is  often  the  sole  cause  of  insanity,  yet  I  think 
it  is  frequently  one  of  the  factors,  the  remedying  of  which 
assists  greatly  in  the  recovery  of  the  patient." 

Danvers  Lunatic  Hospital. — "  Your  letter  received.  .  .  . 
I  wish  to  add  that  the  practice  in  Massachusetts  of  having  a 
a  woman  doctor  in  each  insane  hospital  meets  my  hearty 
approval." 

The  gynaecologist  of  this  institution,  at  the  request  of  the 
superintendent,  writes  thus : — "  Although  examination  is  made 
of  all  new  cases,  few  occasions  for  surgical  work.  There  are 
often  cases  which  could  be  relieved  of  discomfort  by  operative 
treatment,  but  it  is  not  attempted,  owing  to  expense  and  sub- 
sequent care,  which  would  be  difficult  in  pauper  class.  It  is 
not  evident  that  many  cases  of  mental  disturbance  are  due 
to  uterine  lesions.  That  the  functional  activity  of  the  uterine 
system  has  a  close  inter-relation  with  psycho-pathological 
states  is  patent  to  the  least  experienced  psychiatrist  That  a 
wise,  legitimate  activity  in  gynaecology  (not  a  wholesale  use 
of  invalids  to  swell  the  records  of  the  tyros)  is  called  for,  the 
constant  questioning  of  the  last  decade  from  every  quarter 
renders  apparent.  There  also  seems  needed  full  sustained 
authority,  and  complete  provision,  in  order  to  overcome  the 
well-known  difficulties  due  to  the  mental  status  of  the  patients. 
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This  implies  expense  and  attention,  which  the  hospitals  of 
to-day  are  not  prepared  to  give." 

Westborough  Insane  Hospital,  Mass. — "  We  have  a  female 
physician  on  staff  as  required  by  law  of  Massachusetts.  She 
has  every  day  some  cases  under  treatment,  out  of  nearly  three 
hundred  women.  There  are  always  some  that  are  benefited 
by  her  care.  Treatment  is  useful  and  comforting,  rather  than 
curative.    Cases  of  insanity  due  to  pelvic  disease  rare." 

Taunton  Lunatic  Hospital. — "  Have  a  gynaecologist ;  some- 
times find  cases  of  insanity  in  women  due  to  disease  of  the 
pelvic  organs,  but  they  are  quite  infrequent" 

McLean  Asylum,  Mass. — "  One  member  of  staff  has  had 
gynaecological  training.  No  greater  need  for  gynaecological 
work  in  insane  than  in  same  number  of  sane  women.  A 
specialist  in  this  department  called  when  required." 

Warren,  Penn.,  State  Hospital  for  the  Insane. — "  No  gynae- 
cologist ;  not  cases  enough  to  justify  such  an  appointment. 
Agrees  with  Dr.  Goodell  that  the  large  majority  of  uterine 
troubles1  are  nervous,  requiring  little  or  no  operative  interfer- 
ence. Very  few  cases  of  insanity  arise  from  uterine  troubles 
simply." 

Pennsylvania  Hospital  for  Insane,  Harrisburg. — "  We  have 
two  female  physicians  who  do  considerable  gynaecological 
work." 

The  physician  in  charge  of  female  department  writes  thus : 
— "  I  think  there  are  some  cases  of  insanity  which  are  appa- 
rently referable  to  pelvic  disease,  and  many  more  complicated 
and  intensified  by  such  troubles.  Many  of  our  patients  are 
drawn  from  a  class  of  people  who  from  ignorance  or  neglect 
have  often  not  had  proper  attention  during  or  after  confine- 
ment, and  suffer  from  the  ills  consequent  upon  neglect,  priva- 
tion, or  overwork.    Some  of  our  puerperal  cases  furnish  the 


1  I  cannot  believe  Dr.  Goodell  is  generally  thus  misunderstood. 
Would  it  not  be  better  to  say  so-called  "  uterine  troubles."  The  "  coun- 
terfeits of  uterine  disease  "  are  generally  well  understood  by  gynaecolo- 
gists, who  perhaps  all  agree  with  Dr.  Goodell,  who  has  written  so  much 
on  this  interesting  and  important  subject. 
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best  illustration  of  the  need  of  gynaecological  treatment  and 
the  benefit  resulting  from  it  We  always  have  a  large  num- 
ber of  patients  here  under  treatment,  and  find  that  they  are 
always  more  or  less  improved  by  relief  from  suffering  of  that 
sort.  From  my  experience  I  am  decidedly  of  the  opinion 
that  there  is  room,  yes,  necessity  for  the  work  of  the  gynae- 
cologist among  insane  women We  know  the  fre- 
quency of  pelvic  disorders  among  more  fortunate  people,  and 
it  follows  that  among  this  class  such  diseases  will  be  found  in 
greater  proportion  than  in  the  general  population." 

Pennsylvania  Hospital  for  Insane,  Philadelphia. — "We 
have  a  female  consulting  gynaecologist  Non-resident  Ex- 
aminations for  suspected  pregnancy  or  pelvic  disease.  Insanity 
due  to  disease  of  pelvic  organs  extremely  rare.  I  will  not  say 
they  never  occur,  as  some  are  of  the  opinion  they  do  occur. 
Examinations  have  a  negative  value." 

Philadelphia  Hospital  for  Insane. — Blockley.  *  No  gynae- 
cologist on  staff.  Cases  now  and  then  admitted  who  need 
treatment  of  their  pelvic  organs,  but  such  cases  are  rare. 
Have  seen  no  cases  of  insanity  due  to  disease  of  pelvic 
organs." 

"Friend/  Asylum,  Frankford,  Pa. — "  Have  a  non-resident 
gynaecologist.  No  more  need  of  gynaecological  treatment 
than  in  any  hospital  where  same  number  of  women  are  con- 
gregated. Never  saw  a  case  of  insanity  in  which  I  could  say 
it  was  entirely  due  to  diseased  condition  of  the  pelvic  organs. 
Such  disease  of  pelvic  organs  often  complicated  with  nervous 
disorders  which  have  ultimate  relation  with  mental  condition 
and  may  be  improved  by  treatment" 

State  Hospital,  Morristown,  Pa. — Physician  in  charge  of 
female  department  says : — "  I  do  not  know  of  any  hospital 
where  there  is  a  gynaecologist  proper.  Do  not  see  why  the 
regular  attendants  should  not  do  such  work.  My  impression 
is  that  but  little  is  done.  Hospitals  as  a  rule  overcrowded; 
often  the  number  of  physicians  too  small,  and  so  far  as  I  know 
anything  about  it,  physical  examinations  even  in  some  reput- 
able hospitals  are  not  made  at  all.    The  questions  implied  in 
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the  title  of  your  paper  must  be  answered  affirmatively,  irre- 
spective of  what  has  or  has  not  been  done.  It  is  a  question  of 
what  ought  to  be  done,  and  I  think  we  shall  never  know  much 
about  insanity  until  underlying  bodily  conditions  are  more 
carefully  studied.  Here  every  patient  is  examined  upon 
admission ;  not  many  cases  due  entirely  to  disease  of  genera- 
tive organs.  An  occasional  case  is  positively  benefited  by 
such  treatment.  In  a  very  large  number  of  cases  the  local 
trouble  is  one  of  many  depressing  causes,  and  we  believe  that 
appropriate  treatment  aids  often." 

Pennsylvania  Hospital  for  the  Insane,  Danville. — "  We 
have  no  gynaecologist.  There  is  same  need  for  a  gynaecolo- 
gist as  for  an  oculist,  or  surgeon,  and  no  more.  Cases  do 
occur  where  a  gynaecologist  on  staff  would  be  of  service. 
Cases  occur  showing  marked  sexual  derangement  as  far  as 
their  history  and  conduct  indicate,  nothing  found  on  examina- 
tion, and  they  recover  under  other  than  gynaecological  treat- 
ment. I  believe  gynaecological  treatment  would  be  of 
disadvantage  in  some  cases.  Disease  of  pelvic  organs,  as 
of  any  other  organs  of  body,  such  as  heart,  &c,  may  be  a 
factor  in  the  causation  of  insanity,  but  uterine  disease  is  not 
likely  more  frequently  a  cause  than  disease  of  other  organs." 

Utica,  New  York  State,  Hospital. — "  There  is  no  gynaeco- 
logist on  the  staff.  Thus  far  no  need  for  one.  Very  few  cases 
of  insanity  directly  traceable  to  disease  of  pelvic  organs  of 
women." 

Binghamton,  New  York  State,  Hospital. — "We  have  a 
female  physician  who  looks  after  gynaecological  cases.  We 
doubt  not  that  in  certain  cases  treatment  of  this  character  is 
desirable  and  beneficial.  Of  course  there  are  cases  of  insanity 
more  or  less  intimately  connected  with  diseases  of  pelvic 
organs  in  women." 

Anna,  III,  State  Hospital  for  Insane.— "Vie  have  no 
gynaecologist  on  our  staff.  The  physician  in  charge  of  female 
department  attends  all  diseases  pertaining  to  the  female 
organs  that  come  into  the  hospital,  and  there  are  a  good 
many  in  the  course  of  the  year.    There  are  a  few  cases 
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where  insanity  appears  to  be  brought  about  through  reflex 
influence  of  the  nervous  system,  as  there  are  no  other 
marked  or  well  founded  causes  known,  and  under  treatment 
for  this  morbid  condition  of  the  genital  organs,  many  im- 
prove." 

Illinois  Central  Hospital  for  the  Insane. — "  We  have  a 
female  gynaecologist  There  are  many  patients  who  need 
and  are  benefited  by  such  treatment  I  have  not  seen  any 
cases,  however,  in  which  I  attributed  the  insanity  exclusively 
to  disease  of  the  pelvic  organs.'1 

Illinois  Centred  Hospital — "We  have  no  special  gynae- 
cologist; nevertheless  much  gynaecological  work  is  done. 
We  think  there  is  great  need  of  gynaecological  treatment, 
and  for  the  same  reasons  that  it  would  be  needed  outside  of  a 
hospital  for  the  insane.  I  presume  pelvic  disease  does,  to  some 
extent,  exert  an  influence  upon  the  mind  through  the  nervous 
system." 

The  answers  above  quoted  are  as  briefly  given  as  possible, 
and  although  received  after  the  body  of  the  paper  was  written, 
show  that  some  of  the  conclusions  were  correctly  drawn.  It 
will  be  plainly  observed  that  the  majority  do  not  agree  that 
insanity  is  often  caused  by  pelvic  disease.  On  the  other  hand 
very  many  admit  that  gynaecological  treatment  is  important 
as  assisting  in  the  cure.  One  very  marked  and  positive  con- 
clusion is  drawn  from  this  paper,  that  the  gynaecologist  can 
aid  the  alienist,  as  shown  by  the  very  positive  statements  of 
those  who  have  the  actual  work  of  caring  for  those  unfortu- 
nates. In  conclusion,  I  must  again  call  attention  to  Dr. 
Barnes'  valuable  paper,  and  also  give  him  credit  for  much 
information  embodied  in  this  article. 
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The  Journal  of  the  American  Medical  Association  says :  "  Mr. 
Lawson  Tait  is  reported  to  have  said :  '  For  the  greater  part  of  my 
life  I  have  been  engaged  in  the  study  of  and  practice  amongst  the 
special  diseases  of  women,  and  no  conclusion  is  more  firmly  rooted  % 
in  my  mind  than  a  devout  thankfulness  that  I  belong  to  the  other 
sex.'  '  From  the  cradle  to  puberty  they  seem  to  be  on  fairly  equal 
terms  with  men,  but  from  that  moment,  through  the  whole  of  the 
period  of  active  life,  their  existence  is  one  of  prolonged  suffering/ 
'The  great  function  of  their  lives  is  led  up  to  by  troubles,  and  from 
it  endless  suffering  springs.' 

"Such  a  view — and  such  expressions — from  one  whose  life  work 
has  made  him  so  thoroughly  acquainted  with  the  subject  of  the 
sexual  characteristics  of  the  female,  must  receive  the  consideration 
which  is  its  due,  and  from  it  may  be  drawn  conclusions  and  argu- 
ments which  a  less  authoritative  basis  might  render  fallacious,  or,  in 
given  directions,  sentimental. 

11  Although  we  do  not  propose  to  enter  into  this  subject  from  the 
many  different  points  of  study  it  clearly  permits,  and  which  would 
quite  fill  a  volume — yet  there  is  one  medical  aspect  to  which  the 
professional  mind  may  briefly  turn,  and  which  constitutes  one  of  the 
living  topics  of  the  hour,  namely,  woman  in  medicine. 

"  Two  arguments  based  upon  Lawson  Tait's  exposition  at  once 
present  themselves  :  (1)  Can  unfortunate,  pain-afflicted  woman  ever 
occupy  a  sphere  of  unquestioned  usefulness  in  medicine,  where 
physical  and  mental  vigour,  fortitude  and  endurance  are  eminently 
requisite,  and  where  the  strong  must  help  the  weak,  help  them  by 
virtue  of  their  strength,  to  healthier  and  stronger  states  ?  or  (2)  Can 
the  power  of  sympathy— operating  from  the  intelligence  of  affliction, 
and  the  possible  comfort  of  relief— together  with  knowledge  and 
discrimination/pass  from  a  medical  woman  to  her  suffering  sex  with 
a  probability  of  extenuating  their  distress  equally  as  great  as  would 
Ttiqinfrain  under  the  fulness  of  power  mentioned  in  the  first  pro- 
position ? 
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"Such  is  the  question,  the  argument  of  which  has  been  before  the 
medical  profession  for  some  time,  but  the  solution  of  which  may  not 
be  said  to  have  as  yet  been  reached. 

"  This  much  remains  clear,  however,  woman  has  yet  to  achieve 
any  greatness  in  the  ranks  of  medicine,  and  if  such  is  to  be  her  future 
portion  it  must  be  in  the  direction  of  relief  to  her  own  sex.  She 
must  become  a  Lawson  Tail,  a  Spencer  Wells,  a  Battey,  Thomas, 
Price ;  or  if  that  be  impossible,  under  the  outlines  of  the  first  great 
general  question,  and  the  conclusions  of  Lawson  Tait,  then  must  she 
rest,  in  the  unsought  weakness  of  her  nature,  as  a  follower  of  man, 
and  under  the  privilege  of  that  sympathy  which,  if  properly  fortified, 
may  reach,  if  not  greatness,  that  degree  of  usefulness  the  medical 
world  cannot,  with  reason,  gainsay.1* 


We  have  to  record  the  death  of  Professor  Hugenberger, 
physician  in  ordinary  to  the  Czar  of  Russia  and  knight  of  the  first 
rank.  He  died  at  Riga,  whither  he  had  gone  in  the  hope  of  re- 
storing shattered  health,  after  severe  suffering,  on  the  nth  July. 
He  was  especially  distinguished  for  his  work  in  obstetrics  and 
gynaecology.  He  was  well-known  to  many  of  our  confrircs  in  this 
country.  His  first  visit  was  made  in  1865,  when  he  contributed  an 
interesting  collection  of  instruments  to  the  exhibition  held  at  the 
Royal  College  of  Physicians  by  the  London  Obstetrical  Society, 
when  Dr.  Barnes  was  president  He  was  not  only  highly  esteemed 
for  his  scientific  acquirements  and  skill  as  a  teacher  and  author,  but 
was  held  in  affection  by  all  who  knew  him  for  his  amiable  and 
sterling  character. 


On  the  18th  and  19th  of  June  last  the  first  provincial  meeting  of 
the  British  Gynaecological  Society  was  held  at  Newcastle-on-Tyne, 
under  the  presidency  of  Dr.  Robert  Barnes,  who  took  the  chair  at 
the  request  of  Dr.  Grigg,  the  President  of  the  Society.  The  meeting 
was  most  successful  in  every  respect,  and  was  attended  by  no  less 
than  150  Fellows  and  visitors.  We  shall  publish  in  due  course  a  full 
account  of  the  papers  and  discussions  thereon  in  our  next  number. 
The  following  article  in  the  July  number  of  the  Provincial  Medical 
Journal  will  be  read  with  interest :  — 

"  The  existence  of  the  British  Gynaecological  Society  has  been 
justified  by  events.  From  its  inception  it  has  received  the  support 
of  the  most  progressive  men  in  Great  Britain.     It  must  evidently 
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have  met  a  want  One  most  gratifying  result  has  been  the  number 
of  general  practitioners  who  have  joined  it,  so  that  with  the  guidance 
of  the  leading  teachers  of  gynaecology,  and  with  the  support  of  those 
who  are  so  practically  interested  in  the  diseases  of  women,  the  future 
of  the  Society  is  assured.  The  Newcastle  meeting  heralds  a  new 
departure,  and  with  a  true  spirit  of  progress  the  British  Gynaecologi- 
cal Society  has  ushered  in  this  innovation  on  the  part  of  London 
societies.  The  new  Society  has  already  established  its  claim  on 
provincial  support  by  the  catholicity  of  its  selection  of  officers :  the 
president  need  not  necessarily  reside  in  London;  the  vice-presidents 
may  be  provincials;  nay,  more,  the  president  and  vice-presidents 
have  been  selected  from  the  provincial  fellows.  This  Society  appeals 
to  the  support  of  the  general  practitioners.  The  diseases  of  women 
form  a  large  share  of  general  practice.  A  thorough  knowledge  of  the 
diseases  of  women  will  materially  assist  the  general  practitioner  in 
establishing  a  practice,  or  in  holding  together  a  practice.  By  joining 
this  Society,  through  the  Transactions^  the  general  practitioner  will 
be  kept  well  ahead  with  contemporary  gynaecological  practice,  not 
alone  of  the  operative  class,  for  the  British  Gynaecological  Society  is 
not  simply  an  organization  for  the  advancement  of  the  surgical  side, 
but  as  the  lamented  president,  Dr.  Meadows,  pointed  out,  it  was  a 
society  formed  to  advance  the  therapeutics  of  women's  diseases. 
Diagnosis  will  be  perfected  by  reading  the  reports  of  surgical  cases. 
Diagnosis  is  far  from  perfect,  even  with  the  best  teachers  of  the  art, 
and  the  general  practitioner  will  find  that  he  is  not  alone  in  making 
mistakes — an  encouragement  not  to  despair,  but  a  stimulus  to  im- 
provement. The  general  practitioner  will  have  to  winnow  'the  dust 
heaps,'  in  the  shape  of  papers  presented  to  him,  to  pick  out  the 
practical,  and  to  form  his  own  conclusions.  He  will  have  to 
differentiate  between  the  opinions  of  rival  specialists,  and  he  is  well 
able  to  do  that. 

"The  recent  meeting  was  largely  attended  by  general  practitioners. 
Some  may  have  been  disappointed  at  so  many  allusions  to  the  need 
on  the  part  of  the  general  practitioner  to  diagnose  cases  early  and 
send  cases  sooner  up  to  the  specialists.  We  do  not  think  there  was 
any  intention  to  run  down  the  general  practitioner,  on  the  part  of 
those  who  dwelt  so  much  on  this.  It  was  well-meant  advice.  It  is 
undoubtedly  our  duty  not  to  keep  cases  on  our  hands  about  which 
we  are  doubtful,  or  cases  under  treatment  when  operative  measures 
axe  necessary.  It  is  not  to  our  interest  to  do  so,  apart  altogether  from 
the  higher  consideration  of  duty.    Most  general  practitioners  are  fully 
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alive  to  the  importance  of  consultation  in  suitable  cases.  What  are 
suitable  cases?  It  appears  to  us  that  in  many  of  the  discussions 
which  take  place  at  gynaecological  and  obstetrical  societies  sufficient 
stress  is  not  laid  on  the  early  diagnosis  of  grave  uterine  disease.  The 
general  practitioner  is  only  too  willing  to  learn,  and  allusions  of  the 
kind  are  really  unnecessary.  We  present  a  very  full  report  of  the 
papers  read." 
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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

THE    COLLEGE    OF    MEDICINE,    NEWCASTLE- ON-TYNE. 

Thursday,  Junr  i8,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  1 50  Fellows  and  Visitors. 

The  following  were  proposed  for  election :  Dr.  Fehling, 
B&le ;   Dr.  Robert  Septimus  Peart,  North  Shields. 

The  visitors  were  received  in  the  College  of  Medicine 
by  Professor  George  Hare  Philipson  and  the  Local  Recep- 
tion Committee,  who  had  made  every  preparation  for  the 
comfort  and  convenience  of  those  attending  the  Congress. 
The  minutes  of  the  previous  meeting  having  been  confirmed, 
Dr.  Barnes  moved  that  a  vote  of  condolence  be  sent  to 
the  widow  and  son  of  the  late  Dr.  Fordyce  Barker,  of  New 
York,  one  of  the  honorary  Fellows  of  the  Society.  He  had 
not  known  a  man  more  beloved,  admired,  and  respected 
by  members  of  his  profession,  and  indeed,  of  all  who  knew 
him,  than  Fordyce  Barker. 

Dr.  G.  H.  Philipson  seconded  the  resolution,  which  was 
carried  by  acclamation. 

The  President  said  that  when  it  was  brought  to  his 
vol.  vil— no.  27.  20 


288  The  British  Gynaecological  Society. 

notice  that  the  Society  was  going  to  make  a  new  departui 
which  he  hoped  would  not  be  the  last  in  that  large  Association 
— and  was  going  for  the  first  time  to  hold  a  meeting  in  the 
country,  he  immediately  thought  how  best  he  could  cany 
that  out.  And  although  the  honour  would  have  been  great, 
and  he  should  have  felt  it  a  very  great  distinction  that  it 
should  devolve  upon  him  during  his  term  of  presidency  to 
preside  over  the  first  country  meeting,  yet  he  felt  he  should  be 
better  carrying  out  the  wishes  of  the  Association  by  sinking 
himself  and  allowing  the  chair  to  be  occupied  by  the  hon. 
President,  who  had  been  one  of  the  chief  actors  in  the 
formation  of  the  Society.  It  had  not  yet  fallen  to  the  lot  of 
Dr.  Barnes  to  preside  over  any  of  their  meetings,  and  he  felt 
that  at  a  large  and  important  meeting  like  that  he  could  not 
do  better — and  he  was  sure  it  was  the  wish  of  all  there 
— than  ask  Dr.  Barnes  to  preside. 

Having  taken  the  chair,  Dr.  Barnes  said  it  was  not  his 
purpose,  in  thanking  them  for  the  honour  they  had  done  him, 
to  detain  them  with  any  formal  speech.  But  he  desired  to 
acknowledge  the  generous  courtesy  of  their  President  in  per- 
mitting him  to  take  the  chair.  He  had,  as  they  knew,  been 
long  fighting  in  the  rear,  and  he  had  worked,  he  hoped,  con- 
sistently for  the  benefit  of  science  and  the  cause  of  truth,  and 
for  the  honour  of  their  profession.  It  was  an  honour  and  a 
singular  pleasure  to  him  at  this  time  of  his  career,  when  he 
was  about  to  retire  from  the  active  life  of  his  profession,  and  to 
seek  some  amount  of  relaxation,  though  not  entire  idleness — 
it  was  an  honour  and  a  pleasure  to  preside  over  that  meeting. 

Tfte   Surgical  Treatment  of  Diseased  Uterine  Appendages. 
By  Rutherford  Morison,  M.B.,  F.R.C.S.  Eng.  and 
Edin.,  Assistant  Surgeon,  Royal   Infirmary,  Newcastle- 
on-Tyne. 
ALLOW  me  first  to  thank  you  for  the  position  in  which 
you  have  placed  me.     I  am  proud  of  the  honour,  and  fully 
appreciate  your   kindness,  but   any  pride  I   have   is  over- 
whelmed by  the  knowledge  that  whatever  I  can  do  or  say 
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could  be  much  better  done  or  said  by  many  of  the  eminent 
gentlemen  present.  None,  however,  could  be  more  interested 
than  I  am  in  the  surgical  treatment  of  diseases  of  the  uterine 
appendages,  nor  more  anxious  to  learn  from  others  the  con- 
clusions at  which  they  have  arrived.  It  would  be  waste  of  time 
to  argue  on  the  assumption  that  any  one  here  doubts  the  pro- 
priety of  operation  in  many  of  these  diseases,  so  I  will  occupy 
the  whole  time  at  my  disposal  in  considering  the  practical  ques- 
tions of  diagnosis  and  treatment  of  cases  requiring  operation.  An 
elaborate  differential  diagnosis  in  many  cases  is  difficult,  in 
some  impossible,  yet  in  nearly  all  a  decision  may  be  formed 
as  to  whether  the  case  requires  operation  or  not. 

First  with  regard  to  symptoms.  Of  these  three  are  char- 
acteristic of  inflammatory  diseases  of  the  appendages  : 

1.  A  history  of  recurrent  attacks  of  peritonitis. 

2.  Hemorrhage. 

3.  Pain. 

I  have  placed  them  in  what  I  consider  their  order  of 
merit.  Recurrent  attacks  of  pelvic  peritonitis — perimetritis  of 
the  older  authors — are  due  in  the  majority  of  cases  to  gross 
disease  in  the  tubes,  pyo-haemato,  or  hydrosalpinx,  and  cases 
presenting  this  symptom,  as  a  general  rule,  require  operation. 
If  left  alone,  imperfect  recovery  may  follow  a  long  and 
painful  convalescence,  liable  to  be  disturbed  by  relapses. 
Even  when  recovery  seems  assured,  and  several  months  of 
apparent  cure  are  passed,  the  patient  is  still  not  safe.  The 
cause  of  disease  remains,  and  the  effect — pelvic  peritonitis 
— may  reappear  at  any  time  with  alarming  suddenness  and 
fatal  result 

In  a  case  of  hydrosalpinx,  on  which  I  operated  two  years 
ago,  the  patient  had,  during  an  illness  extending  over  four 
years,  no  less  than  eleven  attacks  of  pelvic  peritonitis,  in 
three  of  which  her  life  was  despaired  of.  During  the  last 
attack  I  operated,  removing  two  largely  dilated  adherent 
tubes  and  both  ovaries,  and  washed  out  and  drained  the 
pelvis.     Her  recovery  was  rapid  and  complete. 

Hcemorrhage  from  the   Uterus   is    the    next    important 
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symptom.    With  very  few  exceptions  it  occurs  more  or  less 
in  all  the  inflammatory  diseases  of  the  uterine  appendages, 
and  appears  to  be  related  to  the  recurrent  attacks  of  pelvic 
peritonitis,  which  may  be  so  limited  and  mild  in  character 
as  not  to  attract  attention  to  the  pelvic  organs.     Haemor- 
rhage in  these  cases  is  associated  with  more  or  less  pain  in 
the  pelvis,  is  irregular  in  its  onset,  uncertain  in  its  duration, 
and  seldom  profuse.    By  frequent  recurrence  and  long  con- 
tinuation, in  spite  of  suitable  treatment,  it  produces  serious 
deterioration  of  health,  and,  taken  along  with  physical  evi- 
dence of  diseased   appendages,   points    to  the  removal  of 
these  as  the  only  satisfactory  course.     In  certain  rare  cases, 
of  which  I  have  seen  two,  haemorrhage  is  the  only  symptom 
of  ovarian  disease.    Both  my  patients  were  between  twenty 
and  thirty  years  of  age,  one  married  and  one  single.     Pro- 
fuse painless  haemorrhage,  causing  profound  anaemia,  occurred 
in  both.    Both  were  temporarily  relieved  by  curretting  and 
the  application  of  carbolic  acid  and  iodine  to  the  interior  of 
the  uterus ;  but  in  both  haemorrhage  soon  recurred.     The 
ovaries  in  each  case  were  more  than  double  their  natural  size, 
freely  movable,  and  not  specially  tender.   The  married  woman, 
whose  ovaries  I  removed,  made  a  most  satisfactory  recovery. 
The  single  woman,  who  was  not  operated  on,  died  of  haemor- 
rhage whilst  visiting  friends  about  six  months  after  I  saw  her. 
The  ovaries  were  hard  and  studded  with  cysts,  a  condition  I 
regarded  as  resulting  from  chronic  ovaritis.     Such  cases  can 
only  be  treated  by  removal  of  the  diseased  appendages. 

An  apparently  healthy,  though  probably  inflamed  ovary 
displaced  into  Douglas's  pouch  is  sometimes  associated  with 
irregular  haemorrhage.  This,  together  with  incapacitating 
pain,  certainly  caused  by  the  displaced  ovary,  and  not  re- 
mediable by  milder  measures,  makes  removal  of  the  offend- 
ing appendages  a  justifiable  and  advisable  operation. 

Pain. — The  most  urgent  symptoms  from  the  patient's 
point  of  view  is  the  most  misleading  from  the  surgeon's. 
The  most  prolonged  and  painful  complaints  are  not  always 
attended  by  physical  evidence  of  organic  disease. 
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What  is  true  of  the  whole  body  in  this  respect  is  true  of 
the  uterine  appendages  also. 

This  fact  *>,  I  believe,  not  sufficiently  recognised.  It  is  a  safe 
rule  to  regard  -the  continually  pained,  incapacitated  invalid 
with  surgical  suspicion.  Operations  should  not  be  performed 
on  such  cases,  unless  there  is  the  most  satisfactory  physical 
evidence  of  gross  and  active  pelvic  disease.  They  are  the 
patients  who  are  no  better,  but  worse,  for  the  operation,  and  a 
disgrace  to  surgery.  That  they  are  frequently  cured  after 
operation  cannot  be  denied,  but  this  result  cannot  be  relied  on, 
and  it  is  not  brought  about  by  the  skilled  treatment  adopted.  My 
meaning  can  be  best  illustrated  by  the  relation  of  a  case. 

Between  three  and  four  years  ago  a  lady  brought  her 
daughter,  nineteen  years  of  age,  to  see  me.  The  young  lady 
had  been  a  bright,  healthy,  cheerful  girl  till  four  years  before, 
when  menstruation  began.  Since  then  she  had  been  dull, 
ailing  and  melancholic.  The  menstrual  periods  were  always 
attended  with  suffering,  which  lately  had  been  severe.  No 
sooner  had  one  period  passed  than  the  next  was  anticipated 
with  something  approaching  despair.  The  pain  was  so  great 
that  both  the  patient  and  her  mother  were  afraid  of  her  reason 
giving  way,  and  came  to  ask  me  to  remove  her  ovaries,  as 
they  had  tried  everything  else  without  avail.  Being  highly 
intelligent  people,  they  had  fully  considered  the  matter  from 
every  point  of  view,  and  were  persuaded  that  nothing  else 
could  do  any  good.  Careful  examination  failed  to  show  any 
sign  of  disease  or  mal-development,  and  I  refused  to  do  an 
operation. 

Shortly  afterwards  the  young  lady  attempted  suicide  by 
drowning,  and  was  rescued  with  difficulty.  Eighteen  months 
later  I  saw  her  again.  She  was  well  and  happy.  Since  her 
immersion  she  had  never  had  a  pain. 

The  physical  signs  indicating  that  a  case  requires  operation 
are : — 

1.  The  ordinary  signs  of  pelvic  peritonitis,  with  exudation 
possibly  in  sufficient  quantity  to  obscure  all  other  landmarks. 
The  history  is  usually  one  of  preceding  gonorrhoea,  abortion 
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or  confinement,  the  symptoms  those  described,  and  cause 
diseased  tubes. 

2.  Dilated  and  distended  tubes,  usually  to  be  felt  behind 
the  uterus  and  recognised  by  the  rounded  shape  and  elastic 
feel.  The  history  varies  according  to  the  cause  of  the 
disease  and  contents  of  the  tubes.  Gonorrhoea  is  the  most 
frequent  cause,  and  the  contents  of  the  tubes  usually  purulent. 
Extra-uterine  pregnancy  may  be  the  cause,  and  blood  is  then 
found  in  the  tubes.  The  tumour  behind  the  uterus  in  these, 
cases  is  frequently  mistaken  for  retroflexion  of  that  organ,  and 
the  symptoms,  those  described,  attributed  to  that  displace- 
ment. 

3.  Ovarian  enlargement,  which  may  be  due  to  abscess  or 
chronic  ovaritis.  I  need  only  mention  ovarian  tumours,  which 
all,  I  am  sure,  are  agreed  must  be  removed  as  soon  as  dis- 
covered. 

4.  A  displaced  ovary,  when  causing  painful  defaecation, 
pain  during  sexual  intercourse,  irregular  haemorrhages,  and 
pain  on  palpation,  should  be  removed,  if  ordinary  methods 
fail  to  relieve  the  symptoms. 

5.  Some  cases  of  acquired  dysmenorrhcea,  frequently  due 
to  chronic  salpingitis,  can  only  be  cured  by  removal  of  the 
uterine  appendages.  It  may  be  impossible  to  feel  the  ovaries 
and  tubes  as  they  are  buried  in  old  adhesions.  The  presence 
of  adhesions  is  an  important  aid  in  the  diagnosis. 

6.  Some  cases  where  irregular  haemorrhage,  illness,  and 
pain  result  from  long-standing  inflammatory  disease  of  the 
uterine  appendages  can  only  be  cured  by  their  removal.  The 
history,  together  with  signs  of  matting  by  adhesion  of  the 
pelvic  organs,  may  be  the  only  guides,  for  the  ovaries  and 
tubes  being  buried  in  adhesions  cannot  be  palpated. 

7.  Every  case  of  acute  general  peritonitis  is  due  to  some 
gross  lesion,  mostly  requiring  operative  treatment,  and  in 
women,  the  possibility  of  rupture  of  diseased  appendages 
must  not  be  forgotten. 

In  a  few  words  the  conclusion  is  that — cases  of  ovarian 
and  tubal  disease  requiring  the  operation  of  removal  are  those  in 
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which  there  are  definite  signs  of  disease  in  tlie  pelvis^  causing 
serious  symptoms.  It  will  perhaps  make  my  proposition  clear 
if  I  briefly  mention  what  cases,  in  my  opinion,  should  not  be 
operated  upon  by  this  method. 

1.  Cases  of  dysmenorrhea,  unless  the  form  of  acquired, 
previously  alluded  to. 

2.  Cases  of  adherent  and  displaced  ovaries  and  tubes, 
unless  the  serious  symptoms  previously  mentioned  are 
present  Pain  in  this  class  is  a  common  symptom.  The 
patients  are  neurotics,  and  in  bad  health.  Neither  the  pain 
nor  bad  health  are  due  to  the  adherent  tubes  and  ovaries. 
Adhesions  anywhere  else  in  the  body  are  not  regarded  as  a 
cause  of  pain  and  incapacity.     Why  make  this  an  exception  ? 

3.  From  what  I  have  seen  and  read,  my  present  feeling 
is  against  operation  in  the  most  pronounced  neuroses,  as 
hystero-epilepsy,  insanity,  etc.  The  discussion  is  on  the 
Surgical  treatment  of  Diseased  Appendages.  From  what  I 
have  already  said  I  think  it  will  be  clear  what  my  opinion 
is,  as  to  the  nature  of  the  operation  to  be  performed. 

Removal  of  the  diseased  appendages  is  the  only  course,  if  the 
diagnosis  is  correct.  Patients  have  been  cured  after  a  variety 
of  other  operations,  such  as  separation  of  adhesions,  catheteri- 
sation  of  tubes,  etc.,  but  similar  cases  have  been  cured  by 
scratching  the  abdominal  wall  under  an  anaesthetic  and  the 
insertion  of  sutures,  with  all  the  other  formidable  preparation 
and  accessories  of  a  serious  operation.  It  appears  to  me  that 
the  choice  in  the  two  cases  depend  on  whether  it  is  thought 
better  that  the  surgeon  should  be  deceived  or  should  deceive. 
As  to  the  results  of  removing  the  appendages.  Nothing  in 
my  experience  could  be  more  satisfactory.  The  patient's 
immediate  recovery  is  rapid,  the  mortality  for  a  major  opera- 
tion, small,  and  every  one  interested  is  satisfied  with  her 
ultimate  condition. 

I  have  had  sufficient  opportunity  for  forming  a  judgment 
on  the  matter,  and  am  convinced  : 

I.  That  a  woman  is  in  no  evident  way  altered  by  removal 
of  her  uterine  appendages  in  these  cases  except  for  the  better. 
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of  the  cause  is  in  any  way  affected.  In  one  individual  a  tiny 
neuroma  or  some  small  innocent  growth  will  cause  more 
nerve  disturbance,  and  render  life  more  unbearable  than  a 
huge  tumour  or  very  extensive  disease  will  in  another.  So 
in  these  special  affections  of  women  we  must  be  guided  quite 
as  much  by  the  general  systemic  disturbance  they  produce  as 
by  their  size  and  character. 

One  of  my  most  recent  cases  illustrates  this  point  very 
well.  A  single  lady  act  thirty-two,  who  has  been  for  the  last 
eight  years  off  and  on  a  sort  of  martyr  to  dysmenorrhoeal 
troubles,  in  a  highly  neurotic  state  at  times,  and  for  whom 
every  conceivable  treatment  has  at  one  time  or  other  been 
tried  (including  division  of  the  cervix  uteri,  which  did  give 
some  relief  for  a  few  months),  had  for  the  last  few  months 
been  a  complete  invalid,  spending  most  of  her  time  in  bed 
with  menorrhagia  and  hysterical  outbursts,  and  for  about 
four  months  had  complete  aphonia.  There  was  some  tender- 
ness over  one  ovary,  and  it  was  felt  somewhat  enlarged,  and 
after  a  consultation  we  decided  to  remove  both.  Here  they 
are,  quite  justifying  what  was  done,  and  the  day  after  opera- 
tion she  spoke  in  her  natural  voice,  and  is  now  practically 
well. 

Here,  then,  was  a  comparatively  slight  amount  of  disease 
in  the  ovaries,  but  sufficient,  evidently,  to  cause  all  the 
symptoms  which  ceased  with  their  removal.  I  am  led  to 
believe  that  it  is  a  very  rare  event  to  have  entirely  healthy 
ovaries  in  these  cases,  and  although  I  am  as  much  averse  to 
the  removal  of  healthy  organs  as  those  gentlemen  who  signed 
a  sort  of  counterblast  some  time  ago — which  seems,  by  the 
way,  to  have  had  much  the  same  effect  as  the  famous  royal 
counterblast  against  tobacco— it  seems  to  me  preferable  even 
to  run  the  risk  of  meeting  with  them  (and  of  course  leaving 
them  intact  if  assured  of  their  integrity)  rather  than  to  allow 
a  patient  to  drift  on  as  a  miserable,  querulous,  useless  mem- 
ber of  society  simply  in  obedience  to  the  dictates  of  certain 
metropolitan  physicians.  I  hope  I  may  not  be  deemed  un- 
charitable in  suggesting  that  one  reason  for  this  strong  oppo* 
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sition  to  surgical  interference  arises  from  the  fact  of  their 
own  want  of  success  in  this  particular  department  I  do  not 
remember  having  had  to  regret  operating  in  a  case  where 
structural  disease  of  ovary  or  tube  has  existed,  except  in  one 
particular,  and  that  is  an  important  one.  Where  only  one 
appendage  has  been  removed  little  or  no  benefit  has  accrued ; 
and  it  would  seem  a  vital  point  in  those  cases  where  a 
woman's  whole  nervous  organism  is  involved  from  disease  of 
these  parts,  that  it  is  essential  to  terminate  the  activity  of  all 
uterine  functions ;  and  probably  some  of  the  discredit  attach- 
ing to  operations  of  this  class  may  have  arisen  from  partial 
operations  having  been  followed  by  unsatisfactory  results. 
This  is,  no  doubt,  the  experience  of  most  surgeons,  and  should 
rather  lead  us  to  endeavour  to  make  the  operation  complete 
in  every  instance  than  to  decry  the  proceeding  itself. 

That  the  operation  for  removal  of  uterine  appendages  has 
sometimes  been  resorted  to  hastily  and  without  sufficient 
grounds;  that  in  many  instances  it  may  have  been  done 
rather  in  obedience  to  the  wish  of  the  patient  or  her  friends 
than  from  a  conviction  on  the  part  of  the  surgeon  of  its 
absolute  necessity,  and  in  some  other  neurotic  cases  purely 
experimentally,  there  can  be  no  doubt  It  is  against  all  such 
we  have  to  guard;  but  the  more  cautiously  we  select  our 
cases  so  much  the  more  will  the  results  prove  satisfactory 
and  justify  the  proceeding  as  a  scientific  and  wholly  legiti- 
mate operation. 

Mr.  Mayo  Robson  (Leeds)  remarked  that  he  had  so  re- 
cently given  his  views  on  the  subject  in  London  that  he  should 
not  have  spoken  had  not  the  President  asked  him  to  make 
remarks.  He  felt  the  subject  to  be  a  difficult  one  to  dis- 
cuss as  a  whole,  since  disease  of  the  appendages  had  to  be 
considered  on  their  individual  merits.  He  supposed  no  one 
could  disagree  as  to  the  propriety  of  removal  of  the  ap- 
pendages in  cases  of  tumour,  such  as  pyo-salpinges,  hydro- 
salpinges,  &c,  and  in  cases  of  ruptured  and  bleeding  tube 
or  extra-uterine  gestation,  or  a  myoma  to  arrest  uterine 
haemorrhage.     He  thought  also  that  the  greater  number  of 
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surgeons  could  agree  as  to  the  propriety  of  operating  in  acute 
peritonitis  where  gonorrhoeal  or  other  poisons  passing  into 
the  genital  passage,  had  produced  salpingitis  and  peritonitis, 
for  in  such  cases  life  had  been  saved  by  the  operation.    The 
difficulty  in  deciding  on  a  radical  course  of  treatment  arose 
in  two  classes  of  cases :  first,  in  adherent  appendages  when 
the  original  inflammation    had    passed;    and  secondly,  in 
neurotic  cases.     In  the  former  class  (adherent  appendages) 
he  would  not  advise  operating  until  all  ordinary  means,  such 
as  rest,  general  treatment,  the  hot  douche,  &c,  had  failed,  and 
then  only  after  deliberate  consultation  with  colleagues,  and 
after  full  explanations  to  patient  and  friends.     In  the  latter 
class  (neurotic)  operating  was  in  by  far  the  greater  number  of 
cases  eminently  satisfactory,  and,  although  he  had  known  of 
one  case  of  epilepsy,  apparently  cured  by  Battey's  operation, 
and  of  other  cases  where  nervous  symptoms,  apparently  start- 
ing in  the  ovaries,  had  been  much  benefited  by  the  radical 
treatment,  he  felt  that  it  was  an  operation  which  should  not 
be  lightly  entertained,  and  in  any  case  only  after  persistent 
and  careful  medical  treatment  had  failed,  and  after  a  con- 
sultation where  psychological,  medical  and  surgical  opinions 
were  equally  represented.    This  much  he  could  say,  so  far  as 
surgery  was  concerned,  that  where  the  operation  was  found  to 
be  advisable,  the  appendages  could  be  removed  with  a  very 
small  amount  of  risk. 

Dr.  Bell  (Glasgow)  thought  that  Dr.  Morison  had  said 
almost  everything  that  could  be  said  of  disease  of  the  uterine 
appendages.  He  must  say,  however,  he  had  a  suspicion 
that  there  had  been  too  much  interference  on  the  whole 
with  the  appendages,  and  that  a  great  many  had  been 
removed  when  they  might  have  been  successfully  treated. 
In  all  incipient  diseases,  before  operating  was  decided 
on,  they  should  resort  to  a  prolonged  trial  before  surgery 
was  called  in  to  settle  the  question.  There  could  be  no 
doubt  that  operations  were  necessary  in  a  great  number  of 
instances.  At  one  time  he  was  as  prejudiced  against  operating 
as  anyone  could  be,  but  experience  had  led  him  to  become  a 
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convert  to  it.  At  the  same  time,  he  must  say,  that  he  could 
enumerate  instances — numerous  instances — where  cases  in 
which  the  removal  of  the  appendages  had  been  advised,  had 
been  successfully  treated,  and  the  appendages  had  recovered 
themselves.  He  quite  agreed  with  Mr.  Spanton  that  it  was 
bad  practice  to  leave  one  healthy  appendage  in  the  ovary, 
because  experience  showed  that  after  the  removal  of  one  the 
other  was  almost  certain  to  become  diseased. 

Dr.  BANTOCK  (London)  said  when  he  made  up  his  mind 
to  come  to  the  meeting  it  was  not  to  listen  to  his  own  voice, 
but  to  hear  what  his  professional  brethren  in  the  country  had 
to  say  on  the  question.  They  had  had  the  subject  fre- 
quently before  them  in  London,  and  knew  pretty  well  what 
was  thought  of  the  matter  there,  but  they  wanted  to  know 
what  their  country  friends  had  to  say.  He  had  listened  with 
the  greatest  pleasure  to  Dr.  Morison's  admirable  paper,  in 
which  the  subject  had  been  so  ably  introduced  and  so  fully 
grappled  with — indeed,  he  had  never  listened  to  a  paper  in 
which  a  subject  was  treated  in  a  more  complete  and  attractive 
form.  So  much  was  he  in  accord  with  what  he  had  said,  that 
he  really  had  no  criticisms  to  offer.  There  was  only  one 
point  he  would  touch  upon,  namely,  as  to  the  fact  that 
gonorrhoea  plays  a  very  important  part  in  the  diseases  of  the 
appendages.  On  that  point  he  must  hold  a  more  modest 
opinion.  He  was  inclined  to  think  that  there  were  other 
important  agents  in  producing  that  disease ;  were  it  not  so, 
they  would  find  it  more  frequently  than  they  did.  He 
believed  that  miscarriage  was  the  cause  of  many  diseases  of 
the  appendages.  It  was  generally  understood  that  all 
methods  of  treatment  had  been  tried  before  surgical  inter- 
ference was  resolved  on.  He  hoped  that  they  who  performed 
those  operations  would  weigh  all  circumstances  of  the  case, 
and  that  removal  would  not  be  resorted  to  until  after  a  long 
period  of  treatment,  and  until  all  the  resources  of  medical  art 
were  exhausted.  Each  case  must  be  taken  on  its  own  merits 
as  a  whole,  and  in  coming  to  a  decision  they  must  be  guided 
by  experience. 
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Dr.  Murphy  (Sunderland)  said  that,  with  regard  to  the 
suggestion  of  removing  the  appendage,  in  some  cases  it  ap- 
peared to  him  to  be  a  difficult  matter  to  decide ;  one  rule 
would  not  do  to  be  acted  upon  in  all  cases. 

Dr.  Grigg  and  Dr.  Ellis  also  joined  in  the  discussion, 
the  latter  remarking  that  if  they  took  away  with  them  from 
the  discussion  only  the  knowledge  that  these  diseases  can  be 
cured,  the  results  of  the  gathering  would  be  valuable.  He 
urged  that  what  was  most  needed  in  those  cases  was  an  early 
and  correet  diagnosis.  If  medical  gentlemen,  in  cases  where 
they  were  not  certain  as  to  the  accuracy  of  the  diagnosis, 
would  send  them  where  they  could  be  properly  treated,  a 
great  point  would  be  gained. 

The  President  thanked  Dr.  Morison  for  his  paper  and 
the  meeting  then  adjourned. 
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Puerperal  Septicatnia.  By  THOMAS  OLIVER,  M.A.,  M.D. 
RR.CP.Lond.,  Professor  of  Physiology  in  the  University 
of  Durham,  Physician  to  the  Royal  Infirmary,  Newcastle! 

If  there  is  one  disease  which  from  its  mortality  alone 
deserves  consideration  by  the  members  of  the  Congress,  it  is 
puerperal  septicaemia.  From  the  limited  time  allowed  me 
for  the  introduction  of  this  discussion,  I  shall  pass  almost  at 
once  to  my  subject,  and  will  give  you  matters  of  fact  and 
experience  rather  than  theoretical  opinions,  upon  the  nature 
of  the  poison  and  the  pathology  of  the  disease.  At  the  out- 
set, however,  I  would  state  that  I  have  seen  nothing  to  lead 
me  to  believe  that  puerperal  septicaemia  is  a  disease  sui 
generis — a  disease,  in  other  words,  depending  upon  one  specific 
cause,  and  only  capable  of  affecting  lying-in  women.  It  is 
sometimes  spoken  of  as  puerperal  fever,  but  I  cannot  follow 
Dr.  Fordyce  Barker,  and  regard  it  as  a  fever  peculiar  to  puer- 
peral women,  a  distinct  disease  just  like  typhus  or  typhoid 
fever.  According  to  this  illustrious  American,  septicaemia 
may  occur  in  a  puerperal  woman  without  puerperal  fever. 
To  me  septicaemia  is  the  condition  of  blood  that  causes  the 
illness  commonly  spoken  of  as  puerperal  fever.  As  there 
are  many  septic  poisons,  so  there  are  many  causes  of  puer- 
peral septicaemia.  Depending,  as  septicaemia  does,  upon  the 
presence  of  micro-organisms  operating  from  within  or  intro- 
duced from  without,  it  is  difficult  to  say  how  far  the  so-called 
harmless  micro-organisms  that  inhabit  the  vagina  may  not, 
after  parturition,  assume  some  peculiar  virulent  character, 
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and  passing  into  the  system  by  one  of  the  many  breaches  of 
surface  which  naturally  occur  during  labour,  or  by  the  veins 
or  lymphatics,  bring  about  the  constitutional  disturbance, 
altered    blood  and    fever   peculiar    to  septicaemia.    Under 
changed   conditions,  as   Pasteur  has  shown,  the    harmless 
micrococci  that  live  in  the  vagina  become  dangerous  if  they 
are  developed  in  great  numbers  and  occupy  the  deep  parts. 
They  consume  the  oxygen  found  in  the  pus,  and  thus  clear 
the  way  for  another  class  of  microbes  which  cause  infection. 
It  is  sufficient  to  state  that  micro-organisms  in  some  way  or 
other  penetrate  the  tissues  and  blood  of  a  parturient  woman, 
and  that  the  severity  of  the  disease  depends  upon  the  channel 
of  entrance,  the  number  of  micro-organisms,  and  the  re- 
sistance of  the  patient.    They  may  enter  the  system  before 
the  confinement  has  taken  place,  they  may  enter  during  the 
process  of  labour,  or  after  parturition  has  been  completed. 
The  terms  autogenetic  and  heterogenetic,  employed  to  desig- 
nate the  sources  of  the  poison,  explain  themselves — with  this 
qualification,  that  in  all  instances  the  poison  must  have  been 
at  one  time  or  another  introduced  from  without 

During  the  last  eighteen  months  I  have  seen  in  consulta- 
tion twenty-five  cases  of  puerperal  septicaemia  in  Newcastle 
and  the  immediate  district.  This  is  a  large  number,  but  for 
some  reason  or  other  this  district  has  lately  been  scourged  by 
septicaemia  as  it  affects  lying-in  women.  Many  have  con- 
sidered that  it  has  been  epidemic,  and  related  in  some  way  or 
other  to  the  influenza  which  has  hung  over  this  country  for 
the  last  two  years.  Once  or  twice  I  have  seen  three  fresh 
cases  within  ten  days — all  in  the  practice  of  different  medical 
men — with  no  other  cases  in  their  hands  then  or  since,  and 
all  in  different  parts  of  the  town  and  neighbourhood.  To 
that  extent,  but  to  that  only,  has  the  disease  appeared  as  if 
it  possessed  an  epidemic  character. 

Of  these  twenty-five  cases,  seventeen  died,  but  this  includes 
two  deaths  which  occurred  before  I  reached  the  patients — one 
from  sudden  clotting  of  blood  in  the  heart,  causing  immediate 
death;  the  other  from  sudden  cardiac  failure  preceded  by 
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rapid  elevation  of  temperature,  to  1070 ;  whilst  another  was 
moribund  when  I  saw  her — there  being  extensive  cerebral 
thrombosis  and  paralysis. 

December  of  last  year,  and  April  of  this,  were  the  months 
in  which  I  saw  the  largest  number  of  cases.  From  *  what  I 
have  seen  of  puerperal  septicaemia  I  am  inclined  to  think  that 
it  is  much  more  fatal  in  women  between  the  ages  of  thirty  and 
forty  than  in  those  of  younger  years.  My  youngest  patient, 
a  married  woman,  was  aged  eighteen.  She  made  a  good 
recovery,  although  for  weeks  she  suffered  from  phlebitis,  and 
developed  an  endocarditis.  Age,  beyond  offering  better 
health  and  greater  resistance,  affords  no  protection.  Some 
of  my  worst  cases  have  been  young  women  varying  in  age 
from  twenty-two  to  twenty-eight.  There  is  this,  however,  to 
be  said  in  favour  of  age,  that  the  younger  the  patient  there  is 
less  chance  of  there  having  been  previous  pregnancies  that 
have  done  badly — a  previous  pregnancy  that  has  made  a 
tardy  or  an  imperfect  recovery  being,  in  my  opinion,  a  frequent 
predisponent  to  future  puerperal  septicaemia. 

There  are  degrees  of  puerperal  septicaemia  just  as  there 
are  types ;  it  may  be  so  severe  that  the  patient  is  simply  tho- 
roughly saturated  with  the  .poison.  She  dies  without  suf- 
ficient time  being  given  for  the  development  of  any  morbid 
phenomena  attributable  to  one  function  or  organ.  The  poison 
has  a  special  affinity  for  serous  membranes,  such  as  the 
peritoneum,  pleura,  endocardium,  and  joints;  in  other  patients 
pneumonia  is  developed  or  the  mucous  membranes  suffer, 
whilst  in  all  the  blood  exhibits  a  marked  tendency  to  clot. 
There  may  be  multiple  embolisms,  and  these  are  dangerous 
in  proportion  to  their  number  and  the  particular  organ  in 
which  they  occur.  All  types  of  the  disease  are  dangerous, 
but  particularly  puerperal  peritonitis,  for  it  is  so  apt  to  extend 
to  other  serous  membranes. 

It  is  difficult  to  answer  the  question  as  to  what  occurs 

when  the  ordinary  exanthemata  are  conveyed  to  parturient 

women.    My  own  experience  as  regards  scarlet  fever  is  that 

it  is  scarlatina  which  is  conveyed,and  not  puerperal  septicaemia: 
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but  against  this  I  must  ask  you  to  consider  the  experience  of 
Dr.  Braxton  Hicks,  who,  out  of  sixty-eight  cases  of  puerperal 
disease,  traced  thirty-seven  to  scarlatinal  poison.  Of  these 
twenty  had  the  scarlatinal  rash,  whilst  the  remaining  seven- 
teen— although  the  history  clearly  proved  exposure  to  the 
scarlatinal  virus — could  not  be  distinguished  from  ordinary 
cases  of  puerperal  fever.  The  same  doubt  surrounds  the 
relationship  of  puerperal  septicaemia  and  erysipelas.  Playfair 
states  that  in  King's  College  Hospital  the  association  of 
erysipelas  and  puerperal  septicaemia  was  again  and  again 
observed,  the  fatality  of  the  one  being  dependent  upon  the 
prevalence  of  the  other.  Dr.  W.  Smith,  of  King's  College, 
in  his  paper  dealing  with  the  cultivation  of  the  micro- 
organism of  erysipelas  and  puerperal  septicaemia  showed  that 
the  streptococci  of  puerperal  septicaemia  are  not  the  micro- 
organisms of  erysipelas.  I  should  not  like  to  close  my  mind 
altogether  to  the  possibility  of  these  diseases  being  inter- 
changeable. The  blood  of  a  woman  just  confined  is  so 
different  to  that  of  her  sister  in  health,  that  we  know  little  of 
the  influence  it  exercises  upon  micro-organisms  that  find  their 
way  into  it. 

Dr.  Grigg  has  done  good  service  to  the  profession  by 
showing  in  his  paper,  "  Dangers  arising  from  Diseased  Uterine 
Appendages  in  Childbed,"  that  many  cases  of  puerperal  peri- 
tonitis are  due  to  rupture  of  pelvic  cysts,  oldstanding  pyo- 
salpinges,  and  abscesses  in  ovaries  traceable  to  gonorrhoea! 
infection.  I  have  long  believed  that  conditions  such  as  these 
explain  many  of  the  hitherto  unsolved  cases  of  autogenetic 
puerperal  septicaemia  in  which  labour  has  been  easy — the  child 
born,  it  may  be,  before  the  arrival  of  the  doctor ;  and  to  these  I 
would  add  my  conviction  that  pregnancy,  followed  by  pelvic 
peritonitis  or  cellulitis,  and  therefore  with  slow  recovery,  paves 
the  way  for  subsequent  septicaemia,  if  the  succeeding  parturition 
is  tedious,  and  the  parts  be  injured  during  labour.  Local  resist- 
ance is  thus  reduced,  and  the  general  health,  weakened  by  the 
slow  convalescence  of  the  earlier  pregnancy,  predisposes  the 
patient  to  septicaemia.    All  this,  however,  deals  with  chronic 
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conditions  in  the  pelvis,  awaiting  the  advent  of  parturition 
in  order  to  set  them  going  again.  Dr.  Grigg's  observations 
deal  with  old-standing  gonorrhoeal  troubles.  Might  I  for  a 
moment  draw  your  attention  to  the  far-reaching  consequences 
of  recent  gonorrhoea. 

A  few  months  ago  I  was  asked  to  see,  in  consultation,  Mrs. 

B ,  aet.  twenty-two,  who  had  been  confined  three  days 

previously  of  her  first  child.  On  the  day  after  its  birth  the 
child  was  noticed  to  be  suffering  from  a  very  mild  form  of 
ophthalmia  neonatorum,  which  disappeared  without  much 
trouble  in  three  days,  under  the  employment  of  a  mild 
astringent  eye  wash.  The  mother  had  been  delivered  by  the 
forceps.  On  the  second  day  the  temperature  rose  to  1020, 
lochia  and  milk  remained  natural — there  was  neither  pain 
nor  distension  of  abdomen.  When  I  saw  her  on  the  following 
— *>.,  the  fifth — day  after  the  labour,  she  was  covered  with  a 
red  rash  from  the  neck  to  her  knees.  The  vulva  was  red  and 
swollen,  it  felt  hot,  but  was  not  particularly  tender.  The 
lochia  was  offensive,  but  there  was  no  uterine  tenderness  nor 
abdominal  pain.  I  swabbed  out  the  uterus,  after  removing 
by  a  blunt  curette  a  foul  clot  of  blood  which  had  become 
purulent.  For  some  days  patient  seemed  as  if  she  was  going 
to  recover ;  she  died,  however,  eleven  days  after  her  delivery. 

On  the  day  after  Mrs.  B ,  whose  case  I   have  just 

reported,  was  confined,  the  doctor  delivered  Mrs.  C ,  by 

means  of  the  same  forceps,  the  child  being  unusually  large. 
Five  days  after  she  developed  puerperal  septicaemia,  and  after 
passing  through  a  very  critical  illness,  ultimately  recovered. 

Here  were  two  cases  of  puerperal  septicaemia,  what  was 
their  origin?  About  a  fortnight  prior  to  the  confinement  of 
Mrs.  B ,  Mrs.  A was  confined  of  a  six  months'  still- 
born child.  The  forceps  had  to  be  used,  as  the  pains  had 
practically  ceased,  labour  having  lasted  twenty-four  hours. 
On  the  third  day  after  delivery  temperature  rose  to  103 .2°; 
patient  had  rigors,  and  the  abdomen  became  distended  and 
painful.  The  uterus  was  washed  out  with  bichloride  of 
mercury,  salicyl.  sod.  was  given  internally,  and  for  several 
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days  patient  did  well.  A  relapse  occurred  on  the  tenth  day, 
but  soon  yielded  on  returning  to  the  local  treatment.  Four 
weeks  after  the  confinement  the  husband  of  this  woman  came 
to  the  surgery  of  my  medical  friend  suffering  from  gonorrhoea, 
and  on  enquiry  it  was  stated  that  the  gonorrhoea  had  been 

present  for  six  or  seven  weeks,  and  that  Mrs.  A had  had 

a  gonorrhoeal  discharge  for  a  fortnight  before  her  confinement 

From  Mrs.  A ,  in  whom  there  existed  a  gonorrhoeal 

discharge  prior  to  her  miscarriage,  and  who  subsequently 
developed  puerperal  septicaemia,  the  forceps  had  conveyed  to 

Mrs.  B poison    which    must    have   had    many  of   the 

characters  of  gonorrhoeal  virus,  judging  from  the  mild  ophthal- 
mia neonatorum  of  the  child,  and  yet  so  virulent  was  the 
poison  that  it  produced  fatal  septicaemia  in  the  mother, 
indistinguishable  from  puerperal,  and  the  same  forceps  carried 

the  poison  to  Mrs.  C ,  for  she,  too,  developed,  but  recovered 

from  puerperal  septicaemia.    Mrs.  B *s  case  was  a  mystery 

to  me,  although  I  insisted  upon  a  gonorrhoeal  element  being 
present  in  it  in  some  way  or  other.  I  advised  the  doctor  to 
have  a  short  holiday,  which  he  did ;  to  have  a  fresh  rig-out 
of  clothing  ;  and  to  destroy  the  whole  of  his  midwifery  bag 
and  instruments,  which  he  did.  Since  then  he  has  attended 
several  confinements,  all  of  which  have  done  well. 

Here  is  another  illustration  of  heterogenetic  infection. 
I  have  lately  seen  three  cases  of  puerperal  septicaemia  with 
another  medical  friend.  One  of  his  cases  of  puerperal  sep- 
ticaemia arose  unexpectedly  in  the  midst  of  a  large  number 
of  midwifery  cases,  all  of  which  had  done  well.  The  illness, 
therefore,  was  a  matter  of  considerable  anxiety  to  him.  He 
could  not  explain  the  illness  at  the  time,  but  the  explanation 
was  forthcoming.     Visiting  a  patient  shortly  afterwards,  he 

was  told  that  the  nurse  in  attendance  upon  Mrs.  E should 

never  have  gone  to  her.     It  appears  that  Mrs.  D had 

been  delivered  by  and  waited  upon  by  the  nurse  who  was 

present  at  the  confinement  of  Mrs.  E .    The  husband  of 

Mrs.  D was  at  the  time  Mrs.  D was  about  to  be  con- 
fined lying  ill  in  bed,  suffering  from  fever.     He  was  lifted  out 


Oliver  on  Puerperal  Septicemia.  307 

of  bed,  and  placed  elsewhere  for  his  wife  to  lie  down  upon  it. 
She  was  therefore  confined  in  the  bed  recently  occupied  by 
her  fever-stricken  husband.    Two  or  three  days  afterwards 

Mrs.  D developed  puerperal  septicaemia  and  died  from  it. 

The  story  is  briefly  this:   Mrs.  D contracts  puerperal 

septicaemia  from  being  confined  in  a  bed  vacated  by  her 
husband  suffering  from  fever,  but  of  what  type  I  cannot  say. 

The  nurse  of  Mrs.  D carries  it  to  Mrs.  E ,  and,  very 

unfortunately,  the  medical  attendant  carries  it  to  the  next 

patient  he  confined,  Mrs.  F and  other  two  cases.     At 

once  he  gave  up  his  practice  and  went  off  for  a  holiday,  and 
for  several  months  not  a  case  of  puerperal  septicaemia  occurred 
with  him. 

A  medical  friend  with  whom  I  saw  his  only  case  of 
puerperal  septicaemia,  in  which  peritonitis  was  followed  by 
pleurisy,  death  occurring  on  the  fifth  day,  gave  me  afterwards 
the  following  history :  He  had  been  called  to  a  case  of  car- 
buncle, which  he  incised,  and  from  which  a  good  deal  of  slough 
was  coming  away.  He  went  straight  from  this  to  see  a 
gentleman  who  had  an  ordinary  boil  on  his  back,  which  he 
opened.  On  the  following  day  the  wound  looked  angry,  was 
swollen,  and  the  whole  of  the  trunk  on  the  same  side  of  body 
was  covered  with  a  rose-red  eruption.  The  same  evening  the 
doctor  attended  a  confinement.  It  was  the  woman's  second 
child.     She  developed  and  died  from  septicaemia. 

These  three  histories  lend  weight  to  the  view  that  I  first 
expressed,  that  puerperal  septicaemia  is  not  a  disease  owning 
one  specific  microbe.  Many  septic  poisons  may  induce  it.  I 
have  illustrated  gonorrhoea  and  exanthematous  fever  and  a 
form  that  might  be  spoken  of  as  surgical  septicaemia. 

In  four  or  five  of  the  cases  of  puerperal  septicaemia  which 
I  have  seen  lately,  there  has  been  a  very  distinct  rose-coloured 
rash ;  in  two  cases  the  patient  looked  like  boiled  lobster ;  and 
yet,  although  a  few  hours  after  seeing  one  of  these  patients,  I 
was  called  to  see  a  young  gentleman  suffering  from  influenza, 
with  a  rash  exactly  similar  to  that  which  I  had  seen  in  a  lady 
confined   three  days  previously,  the  lady  dies  of  puerperal 
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peritonitis  and  the  other  patient  recovers  from  influenza.  Has 
there  been  any  connection  between  puerperal  septicaemia  and 
influenza  ? 

Animal  poisons  have  a  subtlety  which  is  peculiarly 
interesting,  as  will  be  seen  from  the  following : — Exactly  a 

year  ago  I  was  asked  to  see  Mrs.  G ,  who  was  suffering 

from  a  feverish  attack,  attended  by  a  mulberry  rash,  which 
was  difficult  to  explain.  At  first  the  case  presented  all  the 
appearances  of  typhus  fever,  that  the  doctor  at  once  separated 
the  patient  from  her  friends.  It  became  clear  as  time  went  on 
that  the  case  was  not  one  of  typhus  fever.  There  was  no 
typhus  in  the  district.  A  fortnight  before  this  illness  patient 
was  quite  well.  She  had  a  favourite  goat,  which  at  this  time 
had  just  given  birth  to  two  kids.  For  a  few  days  the  goat  did 
quite  well.  She  suckled  her  young,  but  on  the  third  day 
after  the  confinement  the  animal  became  very  feverish,  rest- 
less, and  had  dyspnoea ;  the  lochia  became  extremely  offen- 
sive, and  there  was  a  slight  discharge  from  the  nose.    She 

refused  to   allow  the  kids  to  approach  her.     Mrs.  G 

nursed  the  goat,  taking  it  into  her  house.   A  week  afterwards 

Mrs.  G became  ill,  was  feverish,  had   headache,  rapid 

pulse,  temperature  1020,  and  a  mulberry  rash  appeared  on  the 
skin  of  the  trunk  and  abdomen.  The  temperature  remained  high 
for  some  days,  but  had  fallen  when  I  saw  her,  although  the  rash 
was  still  out.  There  was  nothing  in  heart  or  lungs.  The  goat 
when  I  saw  her  looked  very  thin  and  ill,  as  if  she  had  just 
recovered  from  a  serious  illness.  It  appears  that  the  animal 
had  licked  the  face  of  her  mistress  on  several  occasions. 
Without  absolutely  stating  that  the  goat  suffered  from  puer- 
peral septicaemia,  it  must  have  been  a  disease  with  a  very 
near  approach  to  it.  That  the  woman  suffered  from  some 
form  of  anfmal  poisoning  conveyed  from  the  goat  there  is  no 
doubt 

As  regards  autogenetic  infection,  I  shall  say  very  little 
beyond  mentioning  two  cases  that  bear  upon  it.  The  first 
woman  was  seized  with  severe  uterine  haemorrhage  several 
weeks  before  the  completion  of  her  pregnancy.     It  recurred 
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at  intervals  of  a  week  pretty  severely.  The  case  was  one  of 
placenta  previa.  As  the  haemorrhage  had  repeated  itself  a  few 
times,  and  as  the  patient  now  began  to  look  ill,  her  medical 
attendant  terminated  the  labour.  For  a  few  days  patient  did 
well,  and  then  all  at  once  symptoms  of  acute  puerperal  septi- 
caemia showed  themselves ;  rigors ;  high  temperature.  There 
were  no  local  symptoms,  and  no  peritonitis.  A  few  hours 
before  death  the  temperature  rose  to  1070. 

In  my  second  case  Mrs.  W .  aet.  thirty,  delivered  of 

her  fifth  child  a  fortnight  ago,  the  symptoms  of  puerperal 
septicaemia  appeared  two  days  after  the  confinement.  The 
history  I  got  was  briefly  this : — Towards  the  end  of  the  sixth 
month  of  pregnancy  she  was  seized  with  a  very  severe  flood- 
ing, which  lasted  for  the  greater  part  of  a  day.  The  haemor- 
rhage ceased,  and  patient  went  on  apparently  quite  well  until 
nearly  three  weeks  after,  when  she  was  seized  with  a  very 
severe  rigor.  For  a  day  or  two  she  seemed  very  ill,  but 
recovered.  On  the  day  before  her  confinement  she  was  seized 
with  a  peculiar  form  of  headache,  accompanied  by  loss  of 
power,  not  amounting  to  paralysis,  but  to  marked  paresis  of 
arms  and  legs,  which  gradually  passed  off.  Thinking  that 
there  might  be  a  uraemic  element  present  the  urine  was 
examined,  but  was  found  to  be  healthy.  The  day  following 
this  she  was  confined.  The  baby  was  born  before  the  arrival 
of  the  doctor ;  there  was  nothing  for  him  to  do  but  remove 
the  placenta,  which  was  lying  in  the  vagina.  On  the  second 
day  there  was  a  rigor,  temperature  1030,  and  two  days  after 
this,  when  I  saw  her,  there  had  been  fresh  rigors,  vomiting, 
high  temperature,  no  uterine  tenderness,  but  there  was  distinct 
peritonitis.  She  looked  extremely  ill.  She  died  on  the  follow- 
day — *.*.,  the  fifth  after,  confinement. 

In  both  these  cases,  where  separation  of  the  placenta  had 
occurred,  one  cannot  but  admit,  although  no  trace  of  de- 
composition in  the  placenta  was  noticed  at  the  time  of  birth, 
that  the  patient  was  poisoned  before  labour  came  on,  and  to 
that  extent,  therefore,  we  may  speak  of  them  as  autogenetic. 

As  regards  the  general  treatment  of  puerperal  septicaemia 
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I  shall  say  nothing,  for  I  am  strongly  convinced  that  if  any- 
thing will  save  a  patient,  the  victim  of  this  malady,  it  is  local 
treatment  early  begun  and  energetically  carried  out.  No 
time  should  be  lost  once  the  disease  is  diagnosed,  even  in  the 
absence  of  uterine  tenderness  in  cleansing  out  the  interior  of 
the  womb.  Pieces  of  decomposing  membrane  or  clot  should 
be  removed,  and  the  interior  of  the  uterus  swabbed  out 
with  a  strong  antiseptic  such  as  iodized  phenol,  or  washed  out 
with  a  weak  solution  of  bichloride  of  mercury.  Such  a  line  of 
treatment,  followed,  if  necessary,  by  the  insertion  of  iodoform 
bougies  has,  in  my  experience,  been  followed  by  results  that 
otherwise  would  never  have  been  obtained. 

In  regard  to  puerperal  peritonitis,  I  am  quite  convinced 
that  the  time  has  come  for  treating  some  of  these  cases  by 
abdominal  section. 

Dr.  DOLAN  (Halifax)  read  the  following  paper : — 

On  Puerperal  Septicemia. 

I  HAVE  seen  so  few  cases  of  septicaemia  that  at  first  sight 
it  would  appear  imprudent  on  my  part  to  take  part  in  a 
discussion  on  the  subject,  but  as  I  have  for  twenty-five  years 
followed  a  line  of  practice,  which  according  to  some  obstetric 
authorities  ought  to  end  in  septic  infection,  but  has  not,  it 
may  not  be  uninteresting  to  you  to  hear  another  side  of  the 
question.  Through  all  the  changes  of  fashion,  which  the 
obstetrical  world  has  passed  through,  I  have  remained  stead- 
fast to  the  guiding  principle  inculcated  by  one  of  the  best 
obstetric  schools  in  Europe — viz.,  the  Dublin  School — that 
meddlesome  midwifery  is  bad,  and  as  I  have  achieved 
r  excellent  results  by  the  observation  of  this  golden  rule,  I 
have  remained  true  to  it.  I  have  had  only  two  cases  of 
septicaemia  out  of  3453  consecutive  cases :  one  in  1867  and 
one  in  1878;  the  latter  reported  in  full  in  the  Obstetrical 
Journal  of  Great  Britain. 

I  have  had  deaths  from  other  causes,  for  we  cannot  have 
midwifery  without,  as  Elizabeth  Barrett  Browning  says : 

"  The  weight  of  maternity  is  too  great" 
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What  she  said  of  Aurora  Lloyd's  mother  is  too  true : 

"  She  was  weak  and  frail ; 
She  could  not  hear  the  joy  of  giving  life  ; 
The  mother's  rapture  slew  her." 

We  can,  however,  have  an  absence  of  septicaemia  without 
antiseptics,  without  the  paraphernalia  invented  in  modern 
times.  I  have  attended  mothers  five,  seven,  nine,  eleven,  and 
thirteen  times,  depending  upon  cleanliness  alone,  and  my 
results  I  submit  justify  my  practice.  I  need  not  say  that 
I  have  not  adopted  such  outri  measures  as  those  suggested 
by  the  very  advanced  school.  At  the  beginning  of  labour 
the  pubic  hair  has  not  been  shaved  off,  or  the  vulvae  washed 
with  carbolic ;  whilst  labour  was  progressing,  vaginal  carbolic 
injections  have  not  been  given.  After  delivery  the  uterus 
has  not  been  treated  as  an  important  wound.  I  have  re- 
garded labour  as  a  physiological  process  to  be  allowed  to 
proceed  as  far  as  possible  without  interference,  without 
frequent  examination  or  manipulation,  and  after  labour  al- 
lowing physiological  rest.  The  following  tables  are  taken 
from  a  published  paper  of  mine  in  the  Provincial  Medical 
Journal,  October  1st,  1886,  and  represent  my  practice 
up  to  that  date. 

Table  A.      1785  Cases. 
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Table  B. 

1668  Cases. 
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I  have  not  had  to  reproach  myself  with  any  accident  from 
bichloride  or  carbolic  poisoning,  as  some  of  those  who  rely 
upon  such  measures  have  had.  In  the  Journal  de  Midecine 
de  Paris,  July  20th,  1890, 1  read  the  following  open  confes- 
sion from  the  illustrious  Tarnier:  "At  the  beginning  of 
this  year/'  he  says,  u  two  women  in  my  service  were  seriously 
ill  from  poisoning  after  two  injections  of  a  solution  of 
bichloride  of  mercury,  20  centigrammes  to  the  litre.  One 
recovered,  and  the  other  died.  I  was  painfully  impressed 
by  those  facts,  and  without  giving  up  the  use  of  the 
bichloride  which  has  rendered  me  such  service  since  1881, 
yet  I  am  desirous  of  experimenting  with  other  antiseptics.1' 

Might  I,  without  presumption,  ask  why  experiment? 
Why  not  adapt  water  which  has  been  found  so  efficacious 
by  our  leading  gynaecologists?  No  more  disappointments 
then,  no  sin  of  commission  to  answer  for,  no  reproach  of 
conscience  for  a  life  lost  through  poisoning.  Prof.  TarnierJs 
experience  is  not  singular ;  it  is  ancient  history  that  bichloride 
of  mercury  has  caused  numerous  deaths.  It  is  a  long  way 
back  to  1 88 1,  to  the  International  Med.  Congress,  London, 
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when  the  spray  was  recognised  as  a  useful  adjunct  during 
labour.  We  have  witnessed  a  complete  volteface  since  then, 
so  far  as  that  instrument  is  concerned,  and  I  trust  that  we 
shall  soon  see  the  triumph  of  rational  views  so  far  as 
dangerous  antiseptics  are  concerned.  I  can  support  my 
own  statistics  by  others  derived  from  the  experience  in 
union  maternities.  At  the  maternity  attached  to  the  Halifax 
Union  Hospital,  from  1869  to  1889,  we  have  had  two 
deaths :  one  from  septicaemia  in  1878,  reported  in  Obstetrical 
Journal  of  1878,  the  other  after  Caesarian  section,  death 
being  due  to  vomiting  and  rupture  of  the  uterine  wound,  a  large 
clot  being  forced  by  the  succussion  into  the  abdomen.  The 
significance  of  this  low  mortality  is  accentuated  by  the  fact, 
that  better  results  have  been  obtained  in  other  union 
maternities  in  pre-antiseptic  days.  Dr.  Mouatt,  one  of  the 
medical  officers  of  the  Local  Government  Board,  collected 
statistics  relating  to  86,726  deliveries  in  union  infirmaries 
1871  to  1880;  23,117  in  London,  64,609  in  the  provinces; 
unmarried  16,288  in  London,  49,807  in  the  provinces.  In 
373  of  the  provincial  workhouses,  and  five  in  the  metropolis, 
representing  25,198  accouchements,  there  was  not  a  single 
death  in  the  ten  years. 

Metria,  a  very  wide  term,  caused  a  mortality  of  0.1  per 
cent,  in  London,  0.180  in  the  provinces.  These  results 
were  achieved  by  the  scrupulous  cleanliness  which  reigns  in 
these  institutions,  and  the  statistics  are  the  more  remarkable 
as  they  have  been  obtained  in  a  class  pritnd  facie  most 
unfavourable  to  parturition.  Let  us  see  how  far  metria  is 
responsible  for  deaths  over  a  longer  period  and  a  wider  range. 
From  1847  to  l%79  23,930400  children  were  born  alive  in 
Great  Britain,  metria  causing  a  mortality  of  0.02  per  cent ; 
the  total  mortality  from  all  causes  during  this  long  period 
was  4.62  per  thousand.  These  are  the  statistics  of  the 
Registrar  General  for  England.  In  conclusion,  it  is  evident 
that  facts  admit  of  different  interpretations.  We  must  accept 
as  facts  the  lowering  of  mortality  by  antiseptic  precautions, 
but  the  possible  interpretation  may  be  found  in  unsanitary 
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conditions.  Clarke,  a  hundred  years  ago,  pointed  out  to  us 
the  way  to  improve  our  lying-in  hospitals,  he  taught  us  an 
object  lesson  in  1790,  when  he  purified  his  wards,  and  then 
attended  960  women  with  a  total  mortality  of  three. 

We  must  also  remember  that  from  1779  to  1790  the 
British  Lying-in  Hospital  had  only  a  mortality  of  3.2  per 
thousand.  Let  us  not  then  be  so  boastful  or  dogmatic  in 
our  teaching  as  to  lay  down  ex  cathedra  that  antiseptic 
midwifery  is  the  only  scientific  system.  I  deny  it,  and  in 
face  of  the  figures  I  have  given  it  appears  to  me  impossible 
to  come  to  any  other  conclusion  than  the  one  I  have  arrived 
at — viz.,  that  cleanliness  is  sufficient  to  protect  the  puerperal. 
I  am  fully  alive  to  scientific  progress,  but  I  can  distinguish 
between  progress  and  simple  change,  between  fashion  and 
utility.  I  am  glad  to  say  I  am  not  singular  in  my  views.  I 
had  the  pleasure  of  crossing  the  Atlantic  with  the  late  Dr. 
Fordyce  Barker,  whose  death  we  cannot  but  regard  as  an 
international  loss,  and  I  was  confirmed  in  my  views  by  that 
accomplished  American  physician.  He  told  me  he  was  most 
strongly  convinced  that  rational  midwifery  had  no  relation 
to  antisepticism.  He  referred  me  to  a  paper  of  his  in  the 
Transactions  of  the  New  York  Academy  of  Medicine,  1884, 
and  I  make  one  or  two  quotations  from  this  paper. 

"  Can  it  be  true  that  the  process  necessary  for  the  birth 
of  the  human  race  is  always  attended  with  the  development 
of  a  deadly  poison?  Does  every  parturient  woman  in  per- 
forming the  function  of  maternity,  like  the  scorpion  which 
carries  an  agent  for  suicide  in  its  tail,  if  death  is  threatened 
by  fire,  physiologically  generate  an  equally  fatal  poison  in  a 
corresponding  locality,  which  the  obstetrician  must  guard 
against  by  means  that  are  most  inconvenient,  alarming,  and 
not  altogether  free  from  danger?"  He  answers  these 
questions, "  No." 

I  put  to  you  his  suggestions :  "  Is  it  not  possible  that 
nature  has  wisely  arranged  to  furnish  the  best  fluid  in  con- 
stantly bathing  the  bruised  and  lacerated  tissues  of  the 
parturient  canal  in  the  much  maligned  lochia?    Are  not 
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absolute  rest  and  freedom  from  disturbance  of  the  tissues 
better  than  any  washes  that  can  be  used  ?" 

The  pendulum  is  swinging  backwards.  It  will  soon  beat, 
I  trust,  in  rhythm  with  the  old-fashioned  practice,  and  keep 
time  to  the  old  tune,  "  meddlesome  midwifery  is  bad." 

Dr.  SMYLY  (Dublin)  believed  that  the  fevers  of  childbed 
were  identical  with  those  following  surgical  operations,  and 
in  his  experience  the  exanthemata,  excepting  erysipelas,  ran 
their  usual  course  and  were  not  modified  in  any  way  by  the 
puerperal  condition.  So-called  puerperal  scarlatina  was 
septicaemia  with  a  red  rash.  Recently  a  woman  had  been 
confined  in  the  Rotunda  Hospital  with  what  proved  to  be 
typhus  fever ;  the  disease  ran  its  usual  course  and  the  patient 
made  a  good  recovery.  Three  nurses  contracted  the  disease, 
one  of  whom  died,  but  no  trouble  arose  amongst  the  other 
patients.  Influenza  was  different.  The  micro-organisms 
found  in  that  disease  were  similar  to,  if  not  identical  with, 
those  found  in  septic  cases.  A  patient  who  was  awaiting 
her  confinement  in  the  Rotunda  last  year  was  attacked  with 
symptoms  of  influenza,  which  was  epidemic  in  the  Hospital 
at  that  time ;  brain  symptoms  set  in  and  she  died  two  hours 
after  a  rapid  delivery.  The  autopsy  showed  purulent  nasal 
catarrh  and  purulent  meningitis ;  the  pelvic  organs  healthy. 
As  to  Dr.  Oliver's  case,  where  a  patient  had  apparently 
acquired  septicaemia  from  being  confined  in  a  bed  from  which 
a  case  of  fever  had  recently  been  removed,  he  suggested  that 
post  hoc  was  not  necessarily  propter  hoc,  and  that  other  sources 
of  infection  were  not  excluded.  As  to  uterine  injections,  the 
danger  attending  them  was  the  introduction  of  septic  matter. 
Care  should  be  taken  to  disinfect  the  vulva  and  vagina  before 
passing  the  catheter  into  the  uterus ;  the  latter  should  then  be 
thoroughly  washed  out. 

Dr.  Benington  said  that  his  experience  of  puerperal 
fever'he,was  glad  to  say  was  small.  The  worst  case  he  had 
seen  followed  total  rupture  of  the  perinaeum,  which  was  not 
treated  by  immediate  suture.  In  other  slighter  cases  he  had 
been  able  to  demonstrate  ruptures  of  the  perinaeum  to  a  less 
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extent,  and  he  inclined  to  the  view  that  many  cases  had  this 
origin,  particularly  that  class  of  so-called  easy  or  precipitate 
delivery  mentioned  by  Professor  Oliver  as  being  over  before 
the  arrival  of  the  accoucheur.  This  raised  the  question  as  to 
the  advisability,  or  otherwise,  of  immediate  operations.  With 
respect  to  the  necessity  for  medical  men  keeping  away  from 
other  cases  when  they  were  unfortunate  enough  to  have  a 
case  of  puerperal  septicaemia,  destroying  their  instruments, 
&c,  he  expressed  the  opinion  that,  with  proper  care  as  to 
cleanliness  of  the  hands,  and  nails  in  particular,  and  if  they 
liked  the  use  of  antiseptic  baths  and  lotion,  there  was  no 
reason  why  a  medical  man  should  not  go  direct  from  such  a 
case  to  another  woman  in  labour.  He  advocated  a  thorough 
cleansing  of  the  vagina  during  labour,  but  was  inclined  to  look 
upon  either  vaginal  or  uterine  douches  as  a  routine  practice 
during  the  puerperium  as  meddlesome  midwifery,  and  one 
therefore  which  had  better  be  discarded. 

Dr.  H.  BRAMWELL  quite  coincided  with  the  opinion  that 
septicaemia  was  not  due  to  one  particular  poison,  but  to 
several  poisons.  He  had  not  in  his  experience  found  scarla- 
tina to  have  any  direct  relation  to  septicaemia.  He  agreed 
with  Dr.  Grigg  that  some  cases  of  septicaemia  were  caused 
by  disease  of  the  uterine  appendages.  He  was  glad  to  see 
that  most  gentlemen  were  in  favour  of  using  the  douche,  and 
also  not  oftener  than  was  necessary. 

Dr.  C.  Stennett  Redmond  (Gateshead)  regarded  these 
cases  of  pyrexia  following  parturition  as  a  veritable  bugbear 
to  the  general  practitioner,  and  a  constant  source  of  worry 
and  anxiety,  not  only  on  account  of  the  person  or  persons 
affected,  but  also  because  of  the  risk  of  being  himself  the 
medium  of  conveying  the  disease  to  others.  He  adduced 
instances  of  sudden  and  apparently  inexplicable  changes  of 
temperature  which  had  come  under  his  observation  as  showing 
how  very  difficult  it  was  to  ascertain  the  causes  thereof. 
After  briefly  detailing  the  history  of  a  recent  case,  successfully 
treated  by  quinine  and  aconite,  and  frequent  hot  antiseptic 
(perchloride)  douches,  he  thought  it  not  inappropriate  to 
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suggest  the  propriety  of  trying  the  cold  bath  treatment  in 
these  cases,  remembering  how  great  a  success  has  resulted 
from  that  mode  of  treating  enteric  fever,  three  cases  of 
which  he  had  the  good  fortune  of  successfully  treating  by  the 
cold  bath,  last  summer. 

The  Influence  of  Surgery  on  Gynecology.  By  J  AMES  MURPHY, 
M.A.,  M.D.,  Surgeon  to  the  Sunderland  Infirmary; 
Assessor  in  Clinical  and  Operative  Surgery,  University 
of  Durham  College  of  Medicine,  Newcastle-on-Tyne. 

Mr.  President, — You,  sir,  in  your  great  and  unrivalled 
work  on  "Obstetric  Operations,"  allude  to  the  "difficulties  that 
surround  all  attempts  at  definition/'  and  you  state  that  "a 
simple  object  or  idea  may  be  defined  or  described  with  toler- 
able precision.  But  a  complex  state,  the  outcome  of  a  number 
of  concurrent  or  conflicting  conditions,  will  always  evade 
rigorous  definition;"  while  the  late  Mr.  John  Locke,  an 
authority  on  such  a  question  in  no  way  inferior  to  yourself, 
makes  the  statement  that  "  the  names  of  simple  ideas  are  not 
capable  of  any  definitions;  the  names  of  all  complex  ideas  are." 
Under  these  circumstances,  gentlemen,  I  will  not  attempt  any 
definition  of  surgery,  but  will  be  satisfied  with  the  general 
idea  of  what  it  means — namely,  the  work  of  the  hand — reject- 
ing in  toto  Sir  William  Lawrence's  definition  that  "  Surgical 
cases  are  those  that  pay  fees,  the  rest  are  medical,"  as  many 
cases  that  don't  pay  fees  bare  interesting,  profitable  and 
surgical. 

We  in  England  are  strongly  conservative.  We  value  our 
great  history ;  we  venerate  our  old  traditions ;  and  we  still 
speak  about  our  obstetric  physicians  and  our  physicians  for 
diseases  of  women. 

You,  Mr.  President,  in  the  important  communication  which 
you  published  in  the  American  Journal  of  Obstetrics  of  Sep- 
tember, 1884,  state  that  "  The  obstetric  practitioner  is  neces- 
sarily a  surgeon.  He  might  also  dispense  with  the  pharma- 
copoeia, but  his  hands  and  instruments  he  must  use.     To  use 
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them  skilfully  he  must  exercise  them  frequently,  and  in  the 
greatest  variety  of  operations  that  fall  within  the  range  of  his 
department.  Not  only  is  this  exercise  necessary  to  the 
acquisition  of  mechanical  skill,  but  it  is  not  less  necessary  to 
the  acquisition  of  full  and  accurate  knowledge  of  the  art  he 
practises." 

It  would  be  an  interesting  question  to  discuss  how  it 
happened  that  the  obstetrician  of  old  was  regarded  as  a  phy- 
sician, but  I  must  confine  myself  to  the  physician  for  diseases 
of  women,  and  in  days  gone  by — before  even  the  British 
Gynaecological  Society  was  founded — he,  naturally  enough, 
was  a  physician,  for  then  the  female  genital  organs  were 
regarded  as  so  mysterious  and  so  sacred  that  no  matter  how 
serious  the  disease  that  afflicted  them  might  be,  it  was  no 
justification  for  an  examination  either  by  sight  or  touch, 
and  as  long  as  that  state  of  affairs  continued  there  naturally 
was  no  work  for  the  hand  of  the  surgeon.  In  course  of 
time  the  physicians  found  that  the  history  of  the  case  as 
supplied  by  the  mother  or  the  aged  friend  did  not  supply  all 
the  information  that  was  desirable,  and  they  even  ventured 
to  make  digital  examinations,  and  eventually  the  speculum 
was  introduced,  much  to  the  horror  of  some  of  the  leading 
physicians  for  the  diseases  of  women  in  London,  who  pro- 
phesied that  it  would  utterly  corrupt  and  debase  womankind ; 
and  the  speculum  was  regarded  as  injurious  to  the  morals 
of  womankind  as  the  railway  train,  with  its  facilities  for 
getting  up  to  London,  is  regarded  as  injurious  to  the  morals 
of  mankind.  Still,  in  spite  of  the  speculum  and  the  railway, 
the  morals  of  our  women  and  our  men  are  pretty  much  what 
they  were,  and  both  have  been  a  great  benefit  to  our  means  of 
acquiring  knowledge.  While  things  were  in  this  state  the 
physician  for  diseases  of  women  was  necessarily  limited  to 
medicine  given  by  the  mouth,  and  occasionally  a  vaginal 
injection,  but  with  the  introduction  of  the  speculum  he  took 
to  using  a  stick  of  nitrate  of  silver  for  the  so-called  ulcerated 
os,  and  he  then  made  a  great  advance,  as  the  man  with  the 
courage  to  act  up  to  his  opinions  and  introduce  a  speculum, 
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and  apply  nitrate  of  silver,  felt  he  was  equal  to  tackle  all 
known  diseases  of  the  female  genitals.  Perhaps  he  was  then, 
but  he  would  not  now  be  regarded  as  a  fin  de  siicle  gynae- 
cologist. 

Modern  gynaecologists,  it  has  been  said,  rejoice  in  double 
names,  and  divide  the  hair  in  the  centre ;  perhaps  so,  but  they 
have  done  something.  They  have  founded  the  science  of 
gynaecology  and  made  it  an  art,  and  to-day  the  science  and 
art  of  gynaecology  are  as  near  perfection  as  any  other  branch 
of  our  profession.  Take  the  whole  female  genital  tract  from 
the  ovaries  to  the  perinaeum,  we  find  it  liable  to  malformation, 
inflammation,  and  the  growth  of  tumours,  and  from  the  uterus 
downwards,  especially  liable  to  intrinsic  traumatisms,  an  in- 
trinsic liability  that  exists  nowhere  else  in  the  human  frame. 
Can  these  malformations,  inflammations,  growths,  and  trau- 
matisms be  cured  by  medicine  or  by  surgery?  Are  they 
different  from  those  occurring  elsewhere  ?  They  are  not,  and 
must  be  treated  by  surgery,  and  the  modern  gynaecologist  has 
shorn  the  female  genitals  of  their  mystery,  and  examined  by 
sight  and  touch  every  portion  of  them,  and  has  successfully 
attacked  their  disease  with  the  scalpel  and  the  scissors. 

To  commence  with  the  perinaeum — think  of  the  miseries 
endured  by  unfortunate  women  who  have  that  important 
support  torn.  Think  of  what  surgery  has  done  for  that  alone. 
Think  of  the  various  operations  invented  for  its  relief.  Think 
of  the  literature — no,  don't  do  that,  but  look  at  Tait's  opera- 
tion for  its  restoration,  and  ask  yourself  is  there  anything  in 
the  whole  of  medicine  or  surgery  so  perfect,  both  in  theory 
and  in  practice.  To  those  of  you  who  have  seen  Tait  do  it,  I 
would  say,  is  there  anything  so  fascinating  in  the  realms  of 
sport,  athletics,  or  surgery,  or  elsewhere,  where  manual  dex- 
terity is  exhibited,  as  to  see  him  sit  down  before  a  ruptured 
perinaeum,  explain  to  you  his  method  of  operating,  and  his 
reason  for  it,  telling  you  that  in  an  ordinary  way  he  does  not 
spend  much  time  over  it,  but  that  you  may  follow  him  in  its 
details,  he  will  do  it  slowly,  and  in  a  few  seconds  the  whole 
thing  is  done — done  perfectly  and  efficiently  ?  Then  following 
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up  the  vagina,  are  not  those  misery-entailing  fistulas  with  the 
bladder  or  the  rectum,  now  amenable  to  surgical  treatment  ? 
Is  not  the  uterus  with  its  displacements,  its  growths,  malig- 
nant and  benign,  its  stenosis  or  its  tears,  always  amenable  to 
the  work  of  the  surgeon's  hands,  and  is  not  even  its  catarrh 
best  treated  by  the  surgical  curette  ?  Has  not  the  surgical 
treatment  of  the  tubes  containing,  it  may  be  pus,  or  it  may  be 
the  products  of  gestation,  within  the  past  few  years  proved 
one  of  the  greatest  triumphs  of  our  age. 

We  then  come  to  the  ovaries,  those  uninteresting-looking 
bodies  in  which  we  ourselves  have  formerly  resided.  They 
have  to  their  credit  produced  us,  but  they  have  also  from  time 
to  time  produced  out-growths,  as  disproportionate  to  their 
size,  as  our  colonies  are  to  our  mother  country,  and  these  out- 
growths so  different  to  our  colonies,  wreck  their  parent  ovary, 
and  destroy  its  owner's  life.  The  treatment  of  ovarian  disease 
was  once,  unhappily,  medical,  now  it  is  surgical,  and  I  cannot 
but  think  that  the  surgical  treatment  of  ovarian  disease  has 
done  more  for  the  advancement  of  surgery  than  the  treatment 
of  any  other  organ  that  we  possess.  It  has  shown  that  the 
peritoneum,  instead  of  being  the  bugbear  of  the  surgeon,  has 
been  his  most  loyal  supporter.  It  has  opened  up  the  wide 
field  of  abdominal  surgery,  so  that  many  men  who  started  as 
gynaecologists  are  now  our  most  brilliant  surgeons,  success- 
fully attacking  the  uterus,  the  kidneys,  the  spleen,  the  liver, 
and  all  the  organs  contained  within  the  abdomen. 

Has  not  then  the  time  arrived  when  the  obstetrician  and 
the  gynaecologist  should  be  called  surgeons  and  not  physicians? 
Has  not,  too,  the  time  arrived  when  in  a  great  hospital  in  a 
great  city  like  this  an  abdominal  tumour  ipso  facto  should  be 
regarded  as  surgical,  and  not,  as  now,  admitted  into  the 
medical  wards  for  the  physician  to  diagnose  and  then  to  turn 
it  over  to  the  surgeon  for  its  removal  ?  Here,  to  the  credit  of 
the  physicians  and  the  surgeons,  it  does  not  hamper  the  ad- 
vancement of  our  science,  but  with  men  of  less  ability  and 
honesty  it  would,  and  it  is  surely  an  anachronism  to  speak  of 
an  abdominal  tumour  in  the  year  of  our  Lord,  1891,  as  a 
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medical  disease.  In  the  hospital  to  which  I  am  attached  we 
manage  things  differently,  and  it  has  not  been  found  to  be  to 
the  disadvantage  of  our  patients,  but  old  traditions  die  hard, 
and  most  things  have  their  use  for  awhile,  but  few  for  long. 
The  cylindrical  speculum  and  the  sound  did  great  work  in 
their  day.  How  seldom  we  use  them  now,  and  even  is  not 
the  glory  of  the  combined  method  of  examination  passing 
away  ?  Modern  abdominal  surgery  has  revolutionised  gynae- 
cology, and  has  also  revolutionised  surgery,  but  great  as  is 
my  belief  in  its  present  condition,  and  my  trust  in  its  future, 
I  have  sometimes  to  follow  it  at  a  distance.  I  cannot  submit 
to  you  a  series  of  cases  of  placenta  praevia  successfully  treated 
by  abdominal  section,  nor  a  series  of  cases  of  confirmatory 
incisions  where  1  considered  the  disease  unamenable  to  treat- 
ment, but  I  am  in  my  own  country,  and  it  is  useless  for  me  to 
prophesy,  otherwise  I  might  look  forward  to  the  time  when 
my  sincere  admiration  for  the  man,  who  above  all  others  has 
developed  modern  abdominal  surgery,  may  be  turned  into 
envy,  and  I  may  try  to  outdo  him  by  delivering  every  preg- 
nant woman  I  can  get  to  in  time  by  abdominal  section,  or 
even  complacently  tell  a  patient,  "  Madam,  I  have  examined 
your  abdomen  most  carefully,  I  find  nothing  amiss  with  it.  I 
am  more  than  pleased  that  in  this  view  I  am  supported  by 
your  doctor,  who  has  sent  you  to  me,  a  man  in  whom  I  have 
the  greatest  confidence.  I  will  therefore  call  upon  you  on 
Tuesday  and  make  a  confirmatory  incision,  which  will  re- 
move all  doubt  from  your  mind,  if  it  does  not  also  remove 
yourself." 

Shall  I  speak  on  electricity  in  gynaecology  ?  No.  It  had 
a  strange  birth ;  it  has  had  a  strange  support ;  and  it  is  now 
dying  a  very  natural  death.  I  will  leave  it  to  the  last  of  the 
physicians  for  the  diseases  of  women. 

I  now  submit  to  you  that  the  influence  of  surgery  on 
gynaecology  is  this  :  Surgery  came  to  the  aid  of  gynaecology 
when  such  aid  was  sorely  needed ;  gynaecology  accepted  that 
aid  to  such  an  extent  that  it  has  enabled  her  to  pay  her  debt 
by  placing  surgery  in  a  position  it  was  never  in  before,  and 
developing  it  beyond  all  expectation. 
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Dr.  BENINGTON  said  that  although  he  would  give  place 
to  no  one  in  his  admiration  for  the  great  advances  made  in 
gynaecology  by  the  recent  work  of  abdominal  surgeons,  he 
feared  that  there  was  a  tendency  at  the  present  time  to  go  to 
an  opposite  extreme,  *.*.,  neglecting  the  minor  diseases  and 
forms  of  treatment  other  than  that  of  abdominal  section. 
There  was  a  tendency  to  make  the  word  gynaecology  synony- 
mous with  abdominal  surgery,  and  although  a  gynaecologist 
should  undoubtedly  be  an  abdominal  .surgeon,  yet  a  true 
gynaecologist  would  not  neglect  the  minor  forms  of  disease 
with  their  appropriate  treatment.  The  great  tendency  he 
found  necessary  to  combat  was  that  of  putting  down  every 
symptom  which  was  incapable  of  being  treated  by  abdominal 
section  to  a  neurotic  condition,  or  else  of  neglecting  the  con- 
dition as  one  of  no  importance. 

There  is  much  yet  to  be  learnt  of  the  importance,  or 
otherwise,  of  flexions  and  versions,  and  the  causes  of  dys- 
menorrhoea.  The  pathologists  of  our  large  institutions,  who 
are  daily  making  post-mortem  examinations,  could  do  more 
than  perhaps  any  other  class  of  men  towards  elucidating 
these  points,  by  carefully  noting  the  menstrual  history  of 
each  case,  and  the  results  of  the  post-mortem  examination  of 
every  uterus  that  comes  before  their  notice,  instead  of  treating 
the  matter  with  total  indifference,  and  thus  leaving  the  gynae- 
cologist to  work  on  more  or  less  in  the  dark. 

Zoological  Position  of  the  Human  Endometrium.    By  ARTHUR 
W.  Johnstone,  Danville,  Ky.,  U.S.A. 

Five  years  have  passed  since  I  laid  before  you  in  a  very 
crude  form  my  ideas  on  what  I  then  called  the  menstrual  organ. 
As  those  of  you  who  were  present  may  remember,  I  advanced 
the  opinion  that  the  endometrium  above  the  internal  os,  in  the 
ordinary  acceptation  of  the  term,  is  not  a  mucous  membrane, 
but  belongs  to  the  lymphoid  tissue.  That  it  should  be  classed 
alongside  the  lymphatic  glands,  the  tonsil,  spleen  and  thymus 
glands  instead  of  with  the  vagina  and  bladder.    That  men- 
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struation  is  for  it  exactly  what  the  lymph  current  is  to  the 
lymph  gland,  or  the  blood  current  to  the  spleen  ;  and  that  its 
purpose  is  to  wash  away  that  portion  of  the  tissue  which  is 
over  ripe  and  thus  unfit  for  the  manufacture  of  the  placenta. 

The  necessity  for  menstruation  is  brought  into  the  animal 
kingdom  when  the  individual  habitually  stands  erect.  As  has 
been  shown  long  ago,  the  monkey  menstruates  in  an  irregular 
sort  of  way,  but  just  about  in  proportion  to  the  amount  of 
time  it  spends  in  the  erect  posture. 

The  human  being  is  the  only  viviparous  animal  who 
constantly  maintains  the  vertical  position,  and  it  is  the  only 
one  which  menstruates  regularly.  The  reasons  for  this,  I  then 
showed  you,  lies  in  the  increased  tonicity  which  the  erect  posture 
demands  of  the  muscular  wall.  In  the  horizontal  position  in 
order  to  retain  the  axis  of  the  uterus  parallel  with  the  body, 
a  loose,  flabby  lymphatic  net-work  can  be  used  as  well  as 
anything  else,  but  in  the  erect  position  the  uterine  wall  must  be 
tough  and  strong  so  as  to  preserve  its  own  shape  against  the 
action  of  gravity. 

At  that  time  my  studies  on  its  comparative  anatomy  were 
few,  but  they  were  sufficient  to  show  me  that  in  the  human 
being  lymphatics  were  extremely  scarce,  whereas,  in  many  of 
the  lower  animals,  they  were  very  rich.  Thus  nature  provides 
a  regular  normal  escape  for  the  ripe  lymphatic  corpuscles 
into  the  general  circulation,  where  they  are  in  all  probability 
used  up  like  any  other  white  blood  cell. 

But  in  woman  no  such  lymphatic  net-work  can  be  used, 
and  the  only  way  left  to  rid  the  uterus  of  this  over-ripe,  and 
consequently  useless  tissue,  is  to  wash  it  out  through  the 
uterus  by  a  blood  stream.  To  me,  Stephenson's  anti-men- 
strual law  fully  accounts  for  the  methods  by  which  nature 
obtains  this  cleansing  stream. 

In  that  paper  I  gave  you  some  drawings,  showing  the 
minute  anatomy  of  lymphoid  tissue,  and  how  the  white  cell  is 
developed  from  the  granule  lying  within  the  mucous  thread, 
and  laid  it  down  as  a  law  that  this  gemmation  is  the  method 
of  adult  cell  production  instead  of  cell  division,  as  we  have 
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heretofore  been  taught.  I  also  gave  you  drawings,  showing 
how  the  endometrium,  like  the  hair  follicle,  lies  dormant  for  the 
first  years  of  life,  and  by  a  series  of  pictures  I  attempted  to 
prove  to  you  that  this  lymphatic  development  is  not  only 
coincident  with  puberty,  but  that  it  ceases  Math  the  meno- 
pause, and  that  like  other  worn-out  organs,  such  as  the  thymus 
gland  and  the  like,  its  exhaustion  is  only  a  step  toward  the 
gradual  wearing  out  of  the  whole  body. 

By  this  method,  nature  prevents  a  conception  during  the 
child's  rapid  growth,  when  the  forces  of  her  blood-making 
organs  are  required  to  make  permanent  tissues.  Also,  she 
prevents  it  after  these  same  organs  have  passed  the  acme  to 
their  adult  strength,  and  when  the  time  comes  that  all  their 
force  is  required  for  the  well-being  of  the  individual,  she 
prevents  the  extra  drain  of  a  conception,  and  by  this  means 
confines  the  child-bearing  period  to  that  time  when  the  blood- 
making  organs  are  in  their  strongest  condition. 

With  the  assistance  of  Mr.  Bland  Sutton,  I  thought  that  I 
had  proven  the  individuality  of  the  uterus,  and  rid  it  for  ever 
from  the  feticism  of  ovarian  activity,  and  that  we  had  ac- 
counted fully  for  the  explanation  of  that  long-known  fact 
that  true  ovarian  activity  begins  during  the  foetal  state,  and  is 
co-extensive  with  life. 

The  uterine  function,  in  my  belief,  is  controlled  entirely 
by  the  nervous  system,  and  not  by  the  ovary,  as  we  were  so 
long  taught. 

After  establishing  the  individuality  of  the  human  en- 
dometrium, there  were  two  problems  which  still  presented 
inviting  fields  of  research.  One  was  its  zoological  bearing, 
showing  the  reason  for  its  difference  in  the  various  warm- 
blooded animals,  as  well  as  the  necessities  for  the  variations 
of  the  different  forms  of  placentae.  The  other  was  its  relation 
to  its  thin  epithelial  covering  which  is  shed  once  a  month. 

The  first  I  attempted  to  solve  in  a  secondary  paper  on 
"  The  Endometrium  in  a  Cycle  of  the  Rut,"  sent  to  the  British 
Gynaecological  Society  in  1887.  In  this  I  showed  that  in  the 
diffuse  placenta  like  that  of  a  dog,  its  endometrium  goes 
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through  marked  changes  in  the  different  periods  in  the  cycle ; 
that  while  in  its  ordinary  quiescent  state  the  endometrium 
of  the  dog  shows  very  little  corpuscular  development,  and  is 
a  closer  copy  of  the  ordinary  mucous  membrane.  Still,  the 
nearer  you  get  to  the  end  of  this  cycle,  the  greater,  and 
greater,  is  the  number  of  the  larger  corpuscles  present,  and 
the  richer,  and  richer,  the  amount  of  protoplasm  found,  so  that 
just  at  the  time  of  conception,  even  in  the  diffuse  placenta, 
this  endometrium  is  a  very  close  approximation  to  that  of 
the  human  being. 

I  went  still  further  and  studied  the  first  stages  of  the 
development  of  the  placenta  At  first  the  decidua  pours  out 
large  quantities  of  serum,  and  the  fecundated  egg  floats  in  the 
uterine  cavity  just  like  an  amoeba  in  its  proper  nutrient  fluid. 
So  that  during  the  first  few  months  of  intra-uterine  life,  the 
external  relations  of  the  foetus  are  exactly  that  of  the  white 
blood  cell,  and  the  uterine  cavity  is  nothing  more  or  less  than 
an  immense  lymph  space.  As  this  growth  increases,  the 
amount  of  oxidation  and  nourishment  cannot  be  supplied  by 
the  ordinary  lymph,  and  closer  connection  must  be  made  with 
the  maternal  vessels,  the  consequence  is  the  formation  of  the 
placenta. 

This  is  accomplished  very  much  like  the  formation  of  a 
bone.  The  round  cells  are  dealt  with  very  much  in  the  same 
way  as  the  osteoblasts,  saving  the  deposition  of  the  lime  salts. 
They  first  melt  together,  forming  the  giant  cells  of  the  placenta, 
and  from  this  myeloid  state  spring  up  the  various  structures 
necessary  to  the  manufacture  of  the  new  vessels. 

This  myeloid  state  is  common  to  every  form  of  placenta 
whether  it  be  single,  multiple,  diffuse  or  what  not,  and  at  this 
one  point  all  animals  unite,  for  into  this  state  must  every 
endometrium  come  before  the  new  structures  can  be  manufac- 
tured. 

It  would  take  me  too  far  afield  to  here  go  over  all  these 
comparative  studies.  In  those  animals  in  which  no  placenta 
is  thrown  off,  or  only  a  part  of  it,  the  rich  lymphatics  under- 
neath deal  with  it  in  a  very  thorough  way.     In  the  dog,  even 
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months  after  the  labour,  some  of  the  cells  of  the  old  placenta 
are  still  found  undergoing  fatty  degeneration,  and  lie  not  only 
in  the  original  site  of  the  afterbirth,  but  many  of  them  are 
found  deep  down  in  the  sub-mucous  intercellular  spaces,  show- 
ing that  nature,  by  this  fatty  degeneration,  gradually  softens 
them  and  sweeps  them  away  into  the  general  circulation. 

This  established  more  thoroughly  than  ever  that  the 
difference  in  the  various  forms  of  placenta  are  accounted  for 
by  the  varying  power  of  the  lymphatics  of  each.  Multiform 
placenta  are  necessitated  by  the  size  of  the  foetus,  because  in 
those  large  animals  the  weight  of  the  foetus  becomes  so  great 
that  if  nature  trusted  to  one  source  of  supply  the  size  and 
weight  of  the  foetus  might  so  embarrass  it  as  to  give  trouble ; 
so  instead  of  having  one  connection  with  the  foetal  vessels 
there  are  many  dotted  all  over  the  large  amniotic  sac,  so  that 
if  one  becomes  embarrassed  there  will  be  an  ample  nutrient 
supply  coming  from  those  which  lie  on  a  different  plane. 

But  it  would  take  up  too  much  of  your  time  to  go  too 
deeply  into  its  comparative  zoology,  and  the  one  fact  I  wish 
to  impress  on  you  is,  that  the  wider  my  studies  have  been, 
the  more  firmly  I  am  convinced  that  this  is  the  only  way 
in  which  nature  can  deal  with  a  pregnancy  in  upright  animals. 
And  that  the  lymphoid  condition  is  necessitated  in  all,  not 
only  for  the  purpose  of  furnishing  the  lymph  to  the  foetus 
before  its  final  connection  with  the  maternal  vessels,  but  also 
to  make  it  the  easiest  method  of  transition  into  the  myeloid 
state  from  which  alone  new  tissues  rapidly  rise. 

Up  to  this  point  I  have  purposely  avoided  questions  which 
turn  on  the  epithelial  lining  of  the  corporeal  endometrium. 
From  my  student  life  to  the  present  day  I  have  been  a  heretic 
to  that  old  dogma,  which  teaches  us  to  believe  that  the  separa- 
tion of  the  epiblast  and  hypnoblast  means  a  life-long  divorce. 

To  me  it  seemed  unreasonable  that  there  could  be  a  dual 
existence  in  the  same  person,  and  that  one  tissue  was  in  no 
way  dependent  on  the  other  for  its  nourishment  and  repro- 
duction. 

Since  1878  I  have  been  looking  for  proof  with  which  to 
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back  up  my  belief,  but  I  never  succeeded  in  finding  it  abso- 
lutely positive  until  two  years  ago,  when  I  found  that  feather 
papillae,  and  hair  papillae,  are  undoubtedly  lymphoid  struc- 
tures, and  that  the  epithelial  cells  which  go  to  build  up  the 
columns  of  these  typical  epithelial  structures,  are  derived 
directly  from  the  corpuscles  which  are  produced  in  the  same 
way  that  I  have  described,  from  the  lymphoid  structures  of 
these  papillae. 

In  the  paper  which  I  read  before  the  Obstetric  Section  of 
the  last  Leeds  meeting  of  the  British  Medical  Association,  I 
gave  a  detailed  account,  with  drawings,  of  these  transitions, 
showing  you  that  at  the  base  of  the  little  core  which  lines 
the  rapidly  growing  feather,  we  have  a  little  lump  of  adenoid 
tissue  which  can  in  no  way  be  differentiated  from  that  which 
composes  the  ordinary  lymphatic  gland.  At  the  upper  end 
of  this  mass,  the  little  lines  of  cement  substances  can  be  seen 
running  down  between  the  corpuscles  and  dividing  them  off 
into  columns.  In  these  columns  the  transitions  from  the 
round  connective  tissue  which  forms  the  shaft  of  the  feather 
could  be  easily  traced,  and  in  this  way  shown  that  nature's 
method  of  reproduction,  not  only  of  connective  tissue,  but  of 
adult  epithelial,  is  the  same. 

The  first  hint  I  ever  received  of  this  condition  I  found  in  the 
frog  of  the  horse's  foot,  but  the  tissue  was  so  hard  that  I  could 
do  very  little  with  it,  and  I  never  succeeded  until  I  began  the 
study  of  rapidly  growing  young  feathers,  by  preference  those 
of  the  turkey's  tail.  They  are  larger  and  softer  than  any  other 
epithelial  structure  that  I  am  familiar  with,  and  can  be  easily 
procured  in  any  barnyard. 

A  thin  vertical  section  is  all  that  is  necessary  to  convert  the 
most  sceptical  to  the  belief  that  Remak's  law  does  not  hold 
good  when  we  come  to  speak  of  the  waste  in  adult  life.  Being 
satisfied  that  epithelial  tissues  are  repaired  from  adenoid 
structures,  I  studied  carefully  the  retemucosum,  not  only  of 
the  skin,  but  of  some  of  the  mucous  membranes,  and  found 
them  in  the  same  condition.  So  that  my  belief  is  that  the 
epithelial  lining  of  the  uterine  cavity  is  derived  directly  from 


328  The  British  Gynacological  Society. 

the  superficial  layer  of  corpuscles  which  underlie  it,  and  that 
its  growth  over  the  whole  of  the  subjacent  adenoid  structure 
is  due  entirely  to  the  trofilic  nervous  control.  All  that  is 
necessary  to  make  it  is  simply  the  deposition  of  the  cement 
substances  into  the  corpuscle,  and  this  is  accomplished  just  as 
easily  as  the  same  deposit  of  lime  salts  in  the  manufacture  of 
bone. 

This  epithelial  reproduction  has  been  a  stumbling  block 
which  has  retarded  the  progress  of  physiologists  for  the  last 
fifty  years.  Now,  do  not  understand  me  to  say  that  in 
embryology  Remak's  law  does  not  hold  good.  Here  new 
organs  are  to  be  laid  down,  new  structures  are  to  be  called  into 
existence,  and  rapid  methods  are  imperative ;  the  separation 
of  the  epiblast  from  the  hypnoblast  is  an  absolute  necessity. 
But  in  adult  life  a  totally  new  condition  is  present,  simply  that 
of  the  sustenance  of  the  organs  which  have  already  been 
formed. 

As  I  have  shown  in  various  papers  before  this,  cell  division 
is  not  used  in  adult  life  except  where  some  rapid  process  is  to 
be  accomplished,  for  instance,  in  an  inflammation  or  the  new 
growth  of  some  diseased  structure.  But  for  the  normal  every 
day  repair  of  the  natural  waste,  gemmation  is  the  process 
by  which  nature  accomplishes  it,  and  it  is  the  budding  off  of 
the  little  granule  which  lies  within  the  mucous  thread  which 
accomplishes  this  normal  repair. 

So  that  instead  of  its  being  an  exception  to  the  general 
rule,  the  endometrium  is  only  an  exaggeration  of  what  is  going 
on  all  over  the  body. 

Here  we  have  a  large  mass  of  adenoid  tissue  ready  to 
perform  a  separate  function  whenever  necessary.  Whereas  in 
the  manufacture  of  the  feather,  the  hair,  the  skin,  or  whatever 
else  goes  to  make  the  sexual  organs,  we  have  the  same  process 
only  in  a  minor  degree.  So  that  after  all  this  simple  little  law 
runs  throughout  the  whole  of  adult  life,  and  is  the  method  by 
which  nature  accomplishes  the  manifold  demands  incident  to 
the  repair  of  the  everyday  life  of  the  adult  animal. 

This  brings  me  about  to  the  conclusion  of  my  histological 
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work.  One  other  important  microscopic  observation  though 
should  be  given  you  to  make  the  story  complete.  It  is,  that 
by  the  assistance  of  my  old  master,  Lawson  Tait,  I  think  I 
have  found  the  route  of  the  nervous  control  to  the  uterus. 
There  is  a  large  nerve  coming  from  deep  down  in  the  broad 
ligament,  at  an  acute  angle  with  the  fallopian  tube,  which 
enters  either  cornua  of  the  uterus  directly  underneath  the 
incision  of  the  tube.  This  I  first  found  in  the  stumps  of  some 
uteri  which  were  removed  to  bring  on  the  menopause  where 
the  ordinary  operation  had  failed.  In  this  case  these  nervous 
trunks  had  been  missed  at  the  first  operation,  and  it  was  their 
persistent  control  of  the  endometrium,  despite  the  absence  of 
the  ovaries,  which  kept  up  menstruation.  Their  complete 
and  thorough  removal  brought  on  the  menopause  at  once. 

Since  that  time  one  or  two  other  friends  of  mine  have  told 
me  of  similar  cases  ;  one  in  which  the  removal  of  the  stump 
of  the  tube  alone,  which  had  been  left  in  the  first  operation, 
was  enough  to  cure  the  case  completely,  with  the  uterus  being 
left  untouched. 

I  have  not  had  an  opportunity  to  carefully  dissect  out  this 
pelvic  sympathetic ;  but  it  is  a  very  inviting  field,  and  I  hope 
at  some  future  day,  to  give  you  the  whole  of  its  anatomy,  for 
in  my  belief,  it  is  the  means  by  which  the  spinal  cord  controls 
the  endometrium. 

I  feel  I  have  already  occupied  too  much  of  your  valuable 
time,  and  it  would  be  an  imposition  to  open  up  the  subject 
of  the  pathological  bearings  of  these  somewhat  revolutionary 
ideas.  My  old  master,  Lawson  Tait,  has  very  thoroughly 
worked  them  out  in  the  last  edition  of  his  book,  and  to  it  I 
must  refer  you  for  his  most  entertaining  and  thorough  ex- 
position of  the  logical  results  of  this  teaching. 

In  closing  I  can  only  express  the  gratification  that  I  feel 
in  once  more  having  the  opportunity  to  lay  before  our  Fellows 
a  more  thorough  paper  on  a  subject  to  which  they  gave  me  such 
courteous  attention,  even  though  it  be  confined  entirely  to 
the  physiology  of  the  subject.  The  only  regret  I  have  is  my 
inability  to  be  with  you,  but  it  is  counterbalanced  by  the  hope 
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that  at  some  future  day  I  shall  be  able  to  take  part  in  one  of 
your  debates  on  this  most  interesting  subject. 

A  Case  of  Focal  Fistula  in  a  Woman.  By  W.  J.  Smyly,  M.D., 
Master  of  the  Rotunda  Hospital,  Dublin. 

UTERINE  and  ilio  vaginal  fistulas  are  very  rare,  and  until 
quite  recently  their  cure  has  been  difficult  and  often  impossible. 
I  think,  therefore,  that  a  case  which  has  been  treated  with 
success  is  worth  bringing  before  this  Gynaecological  Congress. 
Such  fistulae  are  usually  the  result  of  rupture  of  the  uterus  or 
vagina  during  childbirth,  with  prolapse,  strangulation,  and 
sloughing  of  one  or  more  loops  of  intestine,  but  other  causes 
have  been  reported,  such  as  the  rape  of  a  child  aged  ten 
years  (Favera)  ;  an  awkward  and  violent  vaginal  examination 
(Jones) ;  and  the  induction  of  criminal  abortion  (Casamayer). 

My  patient  was  a  well-built  countrywoman,  act  thirty,  who 
had  borne  five  children.  The  first  four  labours  were  normal, 
and  she  enjoyed  good  health  until  after  her  last  confinement, 
which  occurred  in  July.  On  that  occasion  she  had,  according 
to  her  own  account,  been  left  fifty-six  hours  in  labour  before  the 
midwife  who  attended  her  thought  fit  to  send  for  assistance, 
and  on  the  arrival  of  a  medical  practitioner,  he  stated  that  the 
case  was  one  of  cross  birth,  and  immediately  proceeded  to  de- 
livery, which  he  effected  with  much  difficulty,  and  informed  her 
friends  that  her  recovery  was  very  doubtful.  Two  days  after- 
wards faeces  began  to  escape  per  vaginam,  and  continued  to 
do  so  up  to  the  time  of  operation.  After  a  very  tedious  con- 
valescence she  was  able  to  get  about  again,  and  was  sent  up  to 
a  hospital  in  Dublin  for  further  treatment  In  that  institution 
an  attempt  was  made  to  close  the  fistula  by  a  plastic  operation, 
but  without  success.  She  then  left,  and  was  admitted  into  the 
Rotunda  on  February  25th. 

These  cases  of  rupture  of  the  uterus,  with  prolapse  of 
intestine,  are  of  considerable  medico-legal  importance,  and 
frequently  figure  in  our  journals  as  due  to  malpraxis,  when, 
for  example,  a  practitioner  has  delivered  by  turning,  forceps 
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or  perforation,  or  the  accident  is  discovered  after  attempts 
have  been  made  to  remove  the  placenta,  a  want  of  dexterity 
or  undue  violence  on  his  part  is  a  natural  assumption  ;  but  it 
would  be  quite  impossible  to  determine  whether  this  were  so, 
and  it  is  far  more  likely  that  the  rupture  preceded  his 
manipulations  than  that  it  was  caused  by  them. 

Upon  examination  in  the  Rotunda  Hospital  I  found  faeces 
escaping  from  the  vagina,  which  was  much  inflamed,  as  were 
also  the  parts  surrounding  the  vulva  and  inner  sides  of  the 
thighs.  The  cervix  was  split  on  the  left,  above  the  vaginal 
fornix,  and  the  rent  extended  into  the  latter  for  about  half  an 
inch.  All  faeculent  evacuation  occurred  through  the  vagina, 
and  there  was  no  defalcation  per  anum  during  her  stay  in  the 
hospital.  From  the  chymous  character  of  the  yellow  discharge, 
it  was  evident  that  it  came  from  the  small  intestine,  and  this  was 
confirmed  by  rectal  examination  and  injection,  no  fluid  injected 
into  the  rectum  escaping  through  the  fistula.  In  determining 
the  proper  course  of  treatment  in  this  case,  I  had  to  review 
the  experience  of  others,  never  having  met  with  a  similar  one 
myself. 

Caustics  were  of  course  out  of  the  question  in  dealing 
with  such  an  extensive  opening,  nor  did  I  feel  inclined  to 
repeat  the  attempt  to  close  it  by  a  plastic  operation,  not  only 
because  of  the  ill-success  of  the  previous  effort  in  that  direc- 
tion, but  chiefly  because  I  could  not  tell  to  what  extent  the 
lower  portion  of  the  ilium  was  occluded  either  by  a  valve-like 
process  from  the  uninjured  side,  or  from  the  sloughing  having 
destroyed  so  much  tissue  as  to  completely  separate  the  part 
above  from  the  part  below  the  injury;  in  other  words  I 
thought  it  might  be  a  faecal  fistula  with  a  valve-like  process, 
or  an  anus  praeternaturalis.  In  either  case  the  attempt  to 
close  the  opening  would  fail,  and  besides  the  idea  of  con- 
verting the  uterus  into  a  cesspool  was  repulsive  to  me. 
For  similar  reasons  I  rejected  Simons'  method  of  providing 
an  opening  high  up  in  the  recto-vaginal  septum  for  the 
escape  of  the  faeces  and  closing  the  vagina  below  it.  And 
also  because  by  shutting  off  so  large  a  portion  of  the  alimen- 
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tary  canal  the  death  of  the  patient  from  marasmus,  signs  of 
which  were  already  apparent,  would  only  have  been  a  matter 
of  time. 

Weber  designed,  and  Heine  successfully  carried  out,  an 
operation  similar  to  that  adopted  by  Dupuytren  in  cases  of 
faecal  fistula  in  other  parts  of  the  body.  Heine  used  an 
enterotome,  which  was  a  modification  of  Dupuytren's  instru- 
ment, introducing  one  arm  into  the  afferent  and  the  other 
into  the  efferent  portion  of  the  injured  bowel,  and  having 
destroyed  the  spur-like  process,  and  restored  the  calibre  of 
the  gut,  he  closed  the  anus  praeternaturalis  after  several 
plastic  operations,  the  patient  making  a  complete  recovery. 
In  my  case,  however,  this  method  was  not  available,  because 
I  could  not  get  at  the  intestine  to  introduce  the  instrument 
satisfactorily. 

In  1828  Roux  devised  an  operation  for  the  cure  of  anus 
praeternaturalis,  which  at  that  time  was  a  very  daring  innova- 
tion. His  plan  was  to  perform  abdominal  section,  resect  the 
injured  intestine,  and  suture  the  divided  ends.  Unfortunately, 
however,  owing  to  his  having  made  too  short  an  opening  in 
the  abdominal  wall,  he  made  a  series  of  errors  which  ended 
in  disaster.  Having  freed  the  upper  portion  of  the  injured 
ilium  only,  he  brought  up  and  divided  the  descending  colon  ; 
and  here  again  he  made  a  further  mistake  by  uniting  the 
upper  part  of  the  ilium  with  the  upper  portion  of  the  des- 
cending colon.  In  most  text-books  it  is  stated  that  Roux 
intended  to  unite  the  ilium  to  an  opening  made  in  the  large 
intestine,  but  this  is  an  error,  for  he  did  this  in  mistake  and 
not  by  design. 

It  appeared  to  me  that,  all  things  considered,  this  method 
of  Roux  was  best  adapted  to  my  case,  and  this  I  carried  out, 
only  that  I  united  the  ends  of  the  divided  bowel  by  Senn's 
method,  which  appeared  to  be  safer  and  much  more  rapid 
than  direct  union  with  sutures.  And  here  I  must  express 
my  indebtedness  not  only  to  Dr.  Senn,  to  whom  we  owe  this 
important  advance  in  abdominal  surgery,  but  also  to  Mr. 
Bowreman  Jessett,  whose  very  lucid  and  able  paper,  read 


W.  J.  Smyly  an  Fcecal  Fistula.  333 

before  this  Society  on  a  recent  occasion,  I  found  a  great 
assistance  in  acquiring  a  knowledge  of  the  details  of  the 
operation.  The  whole  proceeding  was  greatly  facilitated  by 
the  use  of  Trendelenberg's  table,  which  enabled  me  to  obtain 
a  clear  view  of  the  site  of  injury. 

The  abdomen  having  been  opened,  and  the  uterus  drawn 
forward  by  a  vulsellum,  a  coil  of  the  ilium  was  discovered 
attached  to  its  posterior  surface,  the  upper  and  lower  portions 
of  the  loop  running  parallel  and  being  adherent  to  each  other 
for  about  two  inches.  These  two  portions  being  controlled 
by  the  fingers  of  my  assistant,  Dr.  Bagot,  I  detached  the  in- 
testine from  the  uterus  without  any  difficulty,  and  brought  it 
out  upon  the  abdomen.  A  rupture  of  the  posterior  wall  of 
the  uterus  in  the  lower  part  was  then  apparent,  and  into  it  I 
thrust  a  strip  of  iodoform  gauze,  so  as  to  preclude  the  possi- 
bility of  infection  from  that  direction.  The  intestine  was 
found  in  so  damaged  a  condition  that  I  thought  it  better  to 
remove  the  injured  portion,  close  the  cut  ends,  and  restore 
the  alimentary  canal  by  ilio-iliostomy  by  bone  plates.  The 
only  difficulty  which  I  encountered  during  the  operation  was 
due  to  the  contracted  state  of  the  lower  portion  of  the  intes- 
tine, which  only  admitted  the  plate  when  pared  down  to  the 
narrowest  practicable  dimensions.  The  sutures  attached  to 
the  ends  of  the  plates  were  of  silk,  the  lateral  ones  of  catgut 
Unfortunately,  just  as  I  was  tying  the  last  ligature  it  broke, 
and  I  was  obliged  to  introduce  fresh  plates,  which  caused 
delay.  A  few  Lembert  sutures  were  inserted  on  both  sides 
for  greater  security,  the  bowel  returned,  and  the  abdomen 
closed.  Convalescence  was  uninterrupted  except  by  diar- 
rhoea, which  set  in  immediately  after  the  operation,  and  was 
controlled  by  lead  and  opium  pills.  For  three  weeks  the 
bowels  continued  abnormally  loose,  but  after  that  she  had 
one  motion  each  day.  She  returned  to  her  home  in  perfect 
health. 


334  The  British  Gynecological  Society. 

Retroversion  of  Gravid  Uterus — Synopsis  of  Three  Cases—* 
Reposition    by     Genupectoral    Method — Recovery.      By 

George  W.  Johnstone,  L.R.C.P.E.,  L.R.C.S.E.,  &c 

Case  I. — On  Sunday  evening,  February  ioth,  1884,  I 
attended  Mrs.  Mary  M.9  aet  thirty  years,  wife  of  a  chemical 

works  labourer,  living  at  F .     On   my  arrival  I  found 

patient  in  bed  and  a  midwife  in  attendance,  who  stated  that 
something  unusual  was  amiss.  The  patient's  statement  was 
that  she  was  pregnant  (her  fifth  conception) ;  that  having 
from  Saturday  until  Sunday  afternoon  experienced  heavy 
pains  in  the  bowels,  and  these  increasing,  she  judged  she  was 
in  labour.  She  had  experienced  also  a  falling  in  the  abdomen 
some  time  before  dinner,  and  was  subsequently  unable  to  pass 
water.  Patient  appeared  pale  and  anaemic,  with  flabby,  puffy 
face,  and  had  been  in  very  indifferent  health  for  some  time ; 
had  not  passed  water  freely  for  some  days  previously,  but 
there  was  not  complete  stoppage  until  the  afternoon  of  my 
visit.  Vaginal  examination  revealed  a  sac  protruding  from 
the  vulva  two  or  three  inches  or  so,  and  the  patient  exhibiting 
powerful  expulsive  efforts.  Vagina  and  rectum  were  with 
difficulty  explored  digitally,  and  the  cervix  and  os  being 
missed  from  their  wonted  position  were  localised  as  high  up 
behind  the  pubic  bones,  and  impinging  against  these,  more  by 
a  method  of  exclusion  and  deduction,  as  the  os  could  not  be 
reached  by  the  finger. 

Having  informed  the  patient  of  the  result  of  my  examina- 
tion and  proposed  method  of  relieving  her,  and  she  readily 
consenting  to  any  operation  I  thought  advisable,  I  placed 
her  in  the  genu-pectoral  position  and  applied  firm  pressure 
upon  the  prolapsed  mass  with  four  fingers  of  the  left  hand 
two  in  the  rectum  and  two  in  the  vagina. 

The  patient  bore  the  very  considerable  force  which  was 
called  for  very  well,  the  first  indication  of  improvement  being 
the  patient  emptying  her  bladder  violently  whilst  upon  her 
knees  and  elbows,  and  whilst  the  propulsive  force  of  my  left 
hand  was  in  full  progress ;  this  act  of  micturition,  though 
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painful  and  heralded  by  a  great  shout,  immediately  yielded 
immense  relief,  and  made  way  for  the  complete  restoration 
of  uterus  and  contents  to  abdomen,  to  which  position  it  re- 
turned with  a  jerk.  During  its  replacement  the  os  was  reached 
and  traced  distinctly  with  the  right  forefinger,  as  it  returned 
to  its  normal  position.  The  reduction  being  effected,  an  ab- 
dominal bandage  was  applied  and  the  patient  advised  to  remain 
in  bed,  retaining  the  prone  position  more  or  less  for  a  few  days. 
Vomiting  occurred  next  day  and  continued  at  intervals  for 
several  days,  resisting  various  treatment,  but  ultimately  passed 
off.  Patient  remained  in  bed  more  or  less  until  her  delivery 
on  April  5th  following,  being  in  a  very  weak  state,  with 
general  oedema  (a  continuation  of  her  condition  prior  to  com- 
ing under  my  care),  face,  hands,  and  legs  swollen,  pale  and 
anaemic-looking,  with  albuminous  urine. 

This  patient  was  relieved  by  myself  of  an  enormous 
hydatid  mole  on  Saturday  evening,  April  5th,  after  which  she 
rapidly  improved ;  has  had  subsequently  one  miscarriage  at 
three  months  and  two  live  births  preceding  and  following  the 
miscarriage,  these  latter  children  being  now  four  years  and 
three  months  respectively. 

Case  II. — During  the  summer  of  1885  I  attended  Mrs. 
,  aet.  about  twenty- three  years,  wife  of  a  mechanic,  re- 
siding at  G .    The  patient  was  a  primipara,  and  on  my 

arrival  I  found  her  in  bed  complaining  of  great  pain  in  the 
lower  part  of  abdomen,  and  quite  unable  to  micturate.  Belly 
largely  distended  and  painful  on  pressure.  Without  delaying 
to  make  complete  examination,  the  patient  being  urgent  to  be 
relieved  from  the  retained  urine,  I  passed  a  No.  9  gum  elastic 
male  catheter  and  emptied  the  bladder;  the  patient  in  the 
dorsal  decubitus,  knees  well  flexed  on  abdomen.  According 
to  my  calculation  at  the  time  and  the  patient's  statement  this 
was  a  five  months  pregnancy.  This  I  was  never  able  to  verify, 
not  having  attended  this  patient  subsequent  to  her  recovery 
on  this  occasion.  Vaginal  examination  discovered  the  uterus 
retroverted  and  jammed  down  in  the  pelvis,  the  os  high  up 
out  of  reach  of  the  examining  finger,  and  evidently  behind 
vol.  vii.— no.  27.  23 


336  The  British  Gynecological  Society, 

the  pubic  bones ;  uterus  quiescent,  however,  and  no  protrusion 
from  vulva  (differing  here  from  Case  I.).  In  this  caSe  there 
was  a  history  of  a  fall  or  jump,  or  rather  a  combination  of 
both,  occurring  whilst  the  person  was  in  the  act  of  getting  off 
a  kitchen  table  during  some  cleaning  operations  in  the  house. 
A  falling  sensation  accompanied  with  pain  was  experienced 
at  the  time,  followed  by  painful  and  difficult  micturition,  cul- 
minating in  complete  retention  of  urine. 

Case  III.  closely  resembled  Case  IL,  with  a  somewhat 
different  history  and  a  more  rapid  onset  of  complete  retention. 
On  the  evening  of  April  15th,  1886, 1  was  called  to  attend 
Mrs.  Eliz.  T.,  aet.  twenty-two  years,  wife  of  a  grocer,  resid- 
ing at  S ,  whom  I  had  already  been  engaged  to  attend  in 

this,  her  first  and  forthcoming  confinement.  The  patient, 
who  was  in  bed,  sick  and  vomiting,  stated  that  she  could  not 
pass  water  on  making  several  attempts  to  do  so  since  her  return 
home.  She  complained  of  intense  pain  in  lower  part  of  belly, 
to  relieve  which  her  friends  were  applying  hot  applications 
(salt,  I  think),  but  without  relief.    She  further  related  that 

she  had  walked  to  N ,  a  village  about  three  miles  distant, 

to  witness  a  wedding  in  the  Parish  Church,  and  on  her  way 
back  had  experienced  sudden  pain  in  the  lower  part  of  the 
bowels,  which  did  not  pass  off,  and  that  she  had  managed  to 
reach  home  only  with  the  greatest  difficulty,  her  sufferings 
being  very  great.  I  passed  a  flexible  catheter  and  relieved 
the  distended  bladder  without  difficulty,  and  on  vaginal  ex- 
amination found  a  condition  of  things  quite  comparable  to 
Case  II.,  in  both  of  which  cases  the  treatment  was  essentially 
the  same  and  the  reduction  of  the  retroverted  organ  accom- 
plished after  some  trouble,  in  the  genu-pectoral  position. 
Both  patients  made  a  good  recovery,  being  similarly  treated 
with  rest  in  bed,  abdominal  bandage,  &c. ;  and  the  latter 
patient  I  delivered  of  a  living  child  on  August  26th  following, 
and  with  forceps. 

Remarks  and  Conclusions.— That  this  condition  occurs 
more  frequently  than  the  record  of  cases  would  lead  one  to 
suppose ;  that  it  is  in  some  cases  not  diagnosed,  and  death 
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ensues  from  cystitis,  rupture  of  bladder,  peritonitis,  &c,  that 
when  retention  of  urine  occurs  in  pregnant  women,  especi- 
ally about  the  fourth  or  fifth  month,  one  should  have  this 
condition  in  view;  that  when  discovered  reposition  of  the 
uterus  should  be  attempted  without  delay,  the  genu-pectoral 
position  being  the  most  favourable  position  for  replacement ; 
the  bladder,  however,  should  be  in  every  case  first  emptied ; 
that  a  flexible  india  rubber  male  catheter,  about  No.  9,  is  best 
for  this  purpose,  and  the  ordinary  female  catheter  is  best  un- 
used. Any  extra  difficulty  in  passing  the  constricted  neck  of 
bladder  is  much  reduced  by  flexing  patient's  knees  strongly 
upon  abdomen,  she  being  in  the  supine  position.  That  for 
the  first  week  or  so  the  patient  may  be  kept  with  advantage 
more  or  less  in  the  prone  position,  in  bed,  and  a  considerable 
time  in  bed  altogether  should  be  allowed  to  save  risk  of  re- 
currence. That  in  every  case  retention  of  urine  is  sub- 
sequent to  and  dependent  on  the  retroversion.  That  this 
latter  condition, "  Retroversion,"  may  be  divided  into  (a)  acute 
or  immediate,  (b)  chronic  or  delayed. 

(a)  Where  the  pregnant  uterus  suddenly,  and  by  some 
violence  or  over-exertion,  tilts  over  backwards  into  the  pelvis, 
and  immediately  causes  retention  of  urine  from  pressure  upon 
neck  of  bladder  and  urethra. 

(b)  1.  Where  the  same  accident  occurs,  but  patient  goes 
on  perhaps  for  weeks,  suffering  more  or  less  discomfort,  but 
does  not  fall  into  the  practitioner's  hands  for  treatment  until 
either  too  frequent  micturition,  without  relief,  calls  for  treat- 
ment, or  more  likely  complete  retention  ultimately  supervenes ; 
or  (2)  where  a  retroflexed  or  retroverted  uterus  becomes  im- 
pregnated, and  instead  of  rising  out  of  the  pelvis  as  the  nor- 
mally placed  organ  will  do  about  the  fifth  month,  it  begins  to 
press  upon  rectum  and  bladder,  with  similar  results. 

That  this  condition  occurs  mostly  during  the  fifth  month 
of  pregnancy,  but  may,  less  often,  produce  retention  symptoms 
earlier,  in  the  fourth  or  even  third  month,  very  rarely  later 
than  the  fifth  month — e.g.y  Case  I. 
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Hysterical  Vomiting  and  Other  Cases  Treated  by  Hypnotism. 
Oophorectomy  in  two  of  the  Cases.     By  Dr.  DRAPER. 

Mr.  President  and  Gentlemen, — I  would  not  presume 
to  occupy  the  time  of  our  Society  on  this  subject  but  for  the 
firm  conviction  that  hypnotism  is  capable  of  conferring  great 
benefits  on  suffering  humanity,  and  particularly  on  suffering 
women.  This  being  my  reason,  I  desire  to  relate  a  few  cgLses, 
and  to  make  some  remarks  on  hypnotism — the  power  of  sug- 
gestion, the  influence  of  the  mind  on  the  body. 

Before  this  time  last  year  I  knew  nothing  of  the  subject, 
nor  had  I  ever  seen  a  person  in  the  hypnotic  state.  I  was 
induced  to  make  some  experiments  on  a  patient  (by  permis- 
sion) after  reading  an  article  by  Dr.  Lloyd  Tuckey  in  the 
Medical  Annual  of  last  year.  The  patient  had  been  reading 
about  hypnotism,  and  as  she  had  been  fifteen  months  in  bed, 
she  was  quite  ready  to  have  any  remedy  tried  on  her. 

Case  I. — The  patient,  set.  twenty-two,  single,  had  suffered 
from  chronic  ovaritis,  pain,  amenorrhea,  dysmenorrhcea,  and 
other  symptoms,  and  eight  months  previously  I  had  removed 
her  ovaries,  after  consultation  with  Mr.  Norman  Porritt,  of 
Huddersfield,  who  approved  of  the  operation  for  her.  The 
ovaries  were  double  their  normal  size,  as  red  as  a  cock's  comb 
on  removal,  with  dilated  and  tortuous  tubes.  The  operation 
removed  the  pelvic  pain,  and  for  some  time  considerable  im- 
provement followed.  Later  she  suffered  from  the  severe 
headaches,  pain  in  subclavian,  cardiac,  and  hepatic  regions, 
but  not  lumbar  or  inguinal.  Although  I  could  not  at  first 
produce  many  of  the  symptoms  of  hypnosis,  I  found  the 
patient  began  to  improve  at  first  by  looking  healthier  in  the 
skin,  and  by  being  in  better  spirits.  Palpitation  was  dimin- 
ished ;  the  frequency  of  the  heart's  beat  cartie  down  from  144 
to  85  per  minute  within  a  week.  The  obstinate  constipation 
was  cured  in  two  or  three  weeks ;  the  patient  gained  weight, 
and  began  to  take  walks.  She  had  also  a  catarrhal  condition 
of  the  mucous  membrane  of  the  alimentary  tube,  which  des- 
quamated freely,  so  that  an  abundance  of  whitish-looking 


Draper  on  Hypnotism  in  Hysteria.  339 

skin  was  discharged  per  anum,  almost  every  time  the  bowels 
acted.  This  was  so  thick  and  abundant  as  to  look  like 
mucous  membrane.  As  much  as  a  handful  would  be  dis- 
charged at  times ;  for  a  week  or  two  there  would  be  more, 
and  for  a  week  or  two  less,  so  that  I  was  led  to  imagine  it 
to  be  a  sort  of  vicarious  menstruation,  because  amenorrhcea 
had  preceded  the  illness  for  twelve  months,  and  this  dis- 
charge came  on  during  that  time.  The  hypnotism  not  only 
relieved  the  pain  and  cured  the  constipation,  but  the  dis- 
charge of  membrane  from  the  bowel  soon  ceased.  This  is 
now  nearly  twelve  months  ago.  The  constipation  and  a 
discharge  of  membrane  remain  cured;  the  headaches  are 
often  troublesome,  but  less  so.  She  is  leading  a  fairly  active 
and  useful  life ;  has  been  out  sick  nursing.  Has  not  been 
laid  up  since,  except  by  influenza,  which  for  a  time  caused 
some  of  her  symptoms  to  reappear.  She  has  a  prolonged 
mind-trouble,  over  which  she  broods. 

Case  II. — Hystero-Epilepsy  and  Vomiting  five  years — 
Menorrltagia,  Dysmenorrhea,  Constipation.  Oophorectomy. 
Abstract  of  case. 

Patient  aet.  twenty-two,  single.  Ill  five  years ;  has  done 
no  work  and  has  been  mostly  in  bed  all  this  time — almost 
continually  for  eighteen  months  or  two  years.  Soon  after 
losing  her  father  she  was  ill,  six  years  ago.  Mended  up,  but 
not  completely,  and  came  under  my  care  in  November,  1885/ 
She  was  suffering  from  paroxysmal  dyspnoea,  vomiting,  menor- 
rhagia,  dysmenorrhoea,  and  leucorrhcea.  Later  the  paroxysms 
developed  into  epileptiform  convulsions  with  globus,  also 
pains  in  abdomen,  head,  and  back.  These  symptoms  per- 
sisted with  more  or  less  abatement  from  time  to  time,  but 
the  fits  grew  more  and  more  frequent  and  severe,  and  as  they 
were  always  severe  before  and  about  a  menstrual  epoch,  and 
as  they  threatened  her  life  both  by  exhaustion  from  their 
frequent  recurrence  and  from  the  probability  of  death  during 
the  attacks,  I,  after  consultation  with  Mr.  Norman  Porritt, 
who  approved  of  the  operation  for  her,  performed  oophorec- 
tomy,  he  administering  ether,  etc.,  my  assistant,  Mr.  Cornwall, 
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helping.  Her  temperature  reached  ioi°  only  on  the  third 
day,  the  vomiting  ceased  as  long  as  the  nurse  remained,  but 
returned  by  degrees  to  be  as  bad  as  ever.  The  fits  did  not 
recur,  but  she  wasted  away,  and  from  March  to  August  she 
had  night  sweats  and  distressing  cough,  but  only  slight  ex- 
pectoration of  mucus.  The  left  lung  was  consolidated  at  the 
apex,  and  respiration  was  harsh,  with  prolonged  expiration. 
Temperature  for  several  weeks  ioo°,  ioi°,  and  1020  during 
April  and  May,  and  after  that  kept  about  99.5  to  100.5. 

About  the  middle  of  August  I  commenced  to  hypnotise 
her.  At  this  time  she  was  as  bare  of  flesh  as  anyone  could 
be,  and  cachectic,  with  hot,  rough,  dry,  wrinkled  desquamat- 
ing skin ;  her  scapulae  stood  out  like  wings,  deep  depressions 
were  above  the  clavicles ;  her  face  was  the  best  part  of  her, 
but  it  always  wore  a  pained  expression,  and  the  mouth  was 
generally  drawn  to  one  side.  She  was  so  weak  she  could  not 
raise  herself  into  the  sitting  position  in  bed,  and  had  not 
done  so  for  some  time.  She  had  to  be  fed.  Her  arms  were 
wasted  and  so  weak  that  even  when  made  cataleptic  she 
could  not  hold  her  hands  up  for  half  a  minute. 

At  first  the  patient  was  but  slightly  influenced  at  the  time 
of  hypnotising;  could  remember  everything,  but  became 
slightly  cataleptic,  and  the  face  warmed  up.  Now  she  sleeps 
by  command  alone ;  if  required,  becomes  amnesic,  cataleptic, 
anaesthetic,  and  is  otherwise  suggestible.  From  the  first 
hypnosis  improvement  was  noticeable ;  her  spirits  improved, 
her  expression  of  face  became  less  pained  ;  in  eight  or  nine 
days  she  had  ceased  to  vomit,  and  has  not  vomited  since. 
Her  pains  of  abdomen,  chest,  back,  and  head  have  all  left  her. 
Her  skin  looked  healthier  in  three  days,  and  soon  became 
supple  and  free  from  desquamating  epidermis.  Her  bowels 
acted  daily,  and  without  medicine  or  injection,  both  of  which 
had  to  be  constantly  administered  before. 

After  a  fortnight's  treatment  I  could  plainly  see  that  she 
was  gaining  in  weight,  and  I  weighed  her ;  her  weight  was 
781bs.  (Sst.  81bs.)  Nineteen  days  later  she  had  gained  8^ lbs., 
and  by  January,  1891,  she  weighed  I35lbs.  and  has  main- 
tained that  weight  till  now  (June,  1891). 
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October,  1890. — She  has  gradually  increased  the  time  of 
getting  up  each  day,  and  for  five  or  six  weeks  has  been  up 
all  day.  Helps  her  mother  wash  up  the  "  pots,"  etc.,  after 
all  the  meals,  and  goes  out  for  short  walks  frequently.  At 
present,  however,  she  cannot  walk  far.  She  has  a  pain  in 
her  back,  which  comes  on  when  she  gets  to  a  certain  tree, 
fifty  yards  from  her  house,  and  she  says  when  she  gets  there 
she  seems  bewitched,  and  cannot  get  beyond  it.  She  is  now 
so  strong  as  to  support  a  basket  of  clothes,  2olbs.  in  weight, 
placed  on  her  legs  when  in  the  cataleptic  condition,  holding 
the  legs  up  while  sitting  on  a  chair ;  she  can  carry  the  same 
with  her  hands.    She  looks  stout  and  well  now. 

In  September  I  noticed  a  twitching  of  the  muscles  of  the 
right  shoulder  (the  rhomboidei).  A  little  convulsive  move- 
ment was  constantly  going  on.  This  her  mother  said  had 
been  going  on  for  two  or  three  months.  This  was  stopped  by 
one  suggestion,  and  cured  in  three  or  four  days.  Also  at  the 
end  of  September  she  complained  of  frequent  micturition  at 
night,  had  to  get  out  of  bed  four  or  five  times  each  night,  and 
this  made  her  feel  cold,  as  the  night  sweats  were  continuing, 
but  were  less  profuse.  One  suggestion  stopped  this,  but  it 
recurred  between  the  sittings  somewhat,  which  were  given  at 
intervals  of  two  or  three  days.  This  symptom  subsided  that 
month,  and  has  not  been  complained  of  since,  now  eight 
months  since.  In  October  the  cough  and  night  sweats  ceased, 
and  have  not  returned  (except  the  influenza);  her  cough 
formerly  kept  her  awake  nearly  all  night.  The  choking 
sensation  in  the  throat  seldom  recurred  in  October,  and  was 
very  slight.  Her  dyspnoea  has  formerly  been  very  severe 
and  distressing,  breathing  often  70,  sometimes  120  times  per 
minute,  pulse  144,  for  two  or  three  days  at  a  time. 

June  wthy  1891. — During  the  winter  the  patient  has  been 
leading  a  fairly  active  life,  is  up  all  day,  assists  in  all  domestic 
duties,  has  been  out  to  nurse  children,  can  walk  a  mile  or  two 
with  moderate  ease.  Her  vomiting  has  not  returned  except 
during  an  attack  of  influenza,  which  also  caused  dyspnoea 
globus,  twitching  of  shoulder  and  pains,  to  return;   these 
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symptoms  have  been  again  almost  all  abolished  by  repeated 
sittings. 

Case  III. — iEt  forty-two,  married;  two  children, aet  sixteen 
and  seventeen.  Severe  headaches,  constipation,  menorrhagia, 
dysmenorrhea,  abdominal  and  thoracic  pain.  Anteflexed  and 
retroverted  uterus ;  ovaries,  one  prolapsed  ;  endometritis  and 
cervical  erosions.  After  much  local  and  general  treatment, 
and  eighteen  months  in  bed,  was  advised  by  two  consultants 
and  myself  to  have  ovaries  removed,  and  by  one  consultant 
not  to  do  so.  I  hypnotised  this  patient  last  October.  Between 
November  and  January  she  gained  two  stones  in  two  months 
and  keeps  up.  The  menorrhagia  and  constipation  are  cured 
except  that  the  menorrhagia  and  pains  return,  unless  she  is 
hypnotised  about  once  or  twice  a  week.  She  has  not  kept 
her  bed  since,  and  comes  to  the  surgery  for  her  sittings. 

Case  IV. — Alt  thirty-three,single.  Anteflexion,  prolapsed 
and  inflamed  ovary,  menorrhagia,  vomiting  before  and  during 
flow,  and  sometimes  vomiting  for  three  weeks  together ;  dys- 
menorrhcea,  not  able  to  work  for  two  years.  Hypnotism  and 
a  pessary  have  greatly  diminished  every  symptom,  but  she 
requires  sittings  once  or  twice  a  week  to  prevent  a  return  of 
the  symptoms. 

Case  V. — JEt  twenty-five,  single,  was  treated  for  pelvic 
pains  and  vomiting,  with  tender  anteflexed  uterus  and  pro- 
lapsed ovary,  by  simply  dilating  the  uterus  a  few  times,  and 
asserting  that  it  would  cure  her  (without  hypnosis) ;  this 
patient  has  been  at  mill  work  more  than  a  year,  although 
she  has  been  unable  to  do  so  for  two  years  before. 

Case  VI. — JEt  twenty-two,  single;  lefthome  in  a  huff  twelve 
months  ago ;  rued  it  next  day ;  been  ill  ever  since  ;  suffered 
from  profuse  epistaxis,  severe  headaches,  amenorrhoea,  palpi- 
tation ;  high  temperature ;  no  physical  signs.  Ill  in  bed  ; 
unable  to  get  up.  Drugs  did  no  good ;  cured  in  one  month, 
except  the  amenorrhoea,  by  hypnotism,  and  sending  her 
home. 

Case  VII. — JEt  eighteen,  single.  Patient  strong  till  two 
years  ago,  when  father  died ;  ill  ever  since ;  cervical  abscess 
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in  glands  of  neck.  Sinus  tapped  and  injected  during  hyp- 
nosis, with  iodoform  in  ether ;  wound  healed,  discharge  has 
ceased,  and  gland  diminishing  rapidly.  Patient  has  gained 
six  pounds  in  seven  weeks ;  she  also  had  dysmenorrhcea,  and 
"shaking  rounds"  at  night  lasting  for  one  or  two  hours. 
The  attacks  have  ceased,  and  menstruation  is  easier;  no 
vaginal  examination  was  made,  as  I  do  not  want  patients 
to  have  pessary  on  the  brain,  or  neurotic  symptoms  aggra- 
vated by  local  treatment. 

Time  will  not  permit  of  further  details.  I  have  treated 
many  cases  by  pessaries  before  I  knew  anything  of  hypno- 
tism. In  the  majority  the  pessary  did  much  good  by  its 
mechanical  effect,  but  in  some  I  think  the  good  results  were 
due  to  my  faith  in  the  treatment,  and  by  my  dogmatic  asser- 
tion, which  gave  hopeful  suggestion,  leading  to  expectation 
and  good  results.  Straightening  the  uterus  has  in  my  hands 
cured  gastralgia,  dyspepsia,  ulcer  of  stomach,  with  profuse 
haematemesis,  constipation,  dysmenorrhcea,  headaches,  flush- 
ing of  face,  patchy  redness  of  skin,  and  contracted  brow.  In 
some  of  these  cases  I  believe  that  suggestion  has  played  a 
part.  I  shall  be  asked  what  is  hypnotism.  I  agree  with 
Bernheim  that  it  is  suggestion.  It  can  produce  results  with 
and  without  sleep — e.g.,  I  will  dogmatically  assert  that  some 
of  you  will  laugh  to-morrow  morning  on  looking  in  the  look- 
ing-glass. You  will  be  reminded  on  going  to  the  glass  of  my 
words,  and  you  will  not  be  able  to  resist  the  impulse  to 
laugh,  perhaps  immoderately.  This  is  suggestion  without 
hypnosis,  but  with  hypnosis  the  result  would  be  much  more 
certain.  Hypnosis  is  a  sleep-like  condition,  induced  by  sug- 
gestion, perhaps  assisted  by  muscular  fatigue.  In  hypnosis 
the  normal  course  of  the  ideas  is  inhibited.  Credulity  and 
obedience  assist  the  process;  suggestion  is  the  curative 
agent ;  suggestion  produces  expectation.  With  the  expec- 
tant attention  induced  by  suggestion  during  hypnosis,  I  have 
obtained  results  which  are  to  my  mind  truly  marvellous,  and 
I  already  believe  that  hypnotism  will  obtain  a  place  and  keep 
it  in  practical  medicine,  and  I  hope  that  my  contribution  will 
lead  some  of  you  to  make  use  of  it. 
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In  connection  with  the  above  cases  I  desire  to  make  some 
remarks  which  to  my  mind  tend  to  show  that  mental  states 
may  derange  bodily  function,  that  such  derangements  of 
function  by  becoming  chronic  may  induce  structural  disease, 
which  structural  disease  by  further  devitalising  the  patient 
tends  to  establish  a  vicious  circle,  and  so  increases  and  per- 
petuates a  series  of  symptoms  or  groups  of  symptoms  which 
as  a  whole,  make  life  miserable  and  the  chance  of  a  comfort- 
able existence  very  remote. 

The  rational  cure  of  disease  depends  on  the  removal  of 
its  cause.  A  woman  is  as  much  mind  or  brain  as  uterus 
and  appendages.  She  is  an  emotional  being  with  longings, 
desires,  aspirations,  likes,  and  dislikes.  Love,  bate,  fear, 
envy,  despair,  and  other  emotions  powerfully  affect  the  body 
and  its  nutrition,  and  a  chronic  state  of  discontent  is  likely  to 
lead  to  a  chronic  state  of  malnutrition.  The  child  of  a  whin- 
ing discontented  woman  is  likely  to  lack  contentment  both  by 
example  and  hereditary  taint. 

Worry  kills  more  than  work  does.  Brooding  over  the 
impossible  or  impracticable  is  more  destructive  of  health  than 
struggling  with  difficulties  and  conquering  them.  What 
should  we  do  without  hope  ?  When  our  best  laid  schemes 
are  frustrated,  when  our  best  efforts  are  unsuccessful,  again 
and  again  our  faith  becomes  weak.  Hope  is  almost  gone. 
Here  the  comforts  of  religion  will  be  of  service.  Faith  can 
remove  mountains.  Faith  can  cure  diseases ;  without  faith  we 
can  do  nothing.  Faith  in  anything  is  better  than  faith  in 
nothing.  In  any  case  where  a  mental  bias  tends  to  produce 
disease,  hypnotism  may  become  serviceable.  A  state  of 
mental  unrest  may  be  produced  by  atheism  or  want  of  faith, 
as  well  as  the  labours  and  sorrows,  the  yearnings  and  disap- 
pointments of  life.  Mental  heartache  may  produce  functional 
or  even  structural  heart  disease.  A  (so-called)  broken  heart 
can  kill  as  certainly  as  any  other  slow  poison.  Since  mental 
states  may  produce  malnutrition.  The  generative  organs 
will  suffer  as  much  as  the  rest  of  the  body,  if  not  more  so. 
The  uterus  becomes  flabby  and  flexed,  may  be  chronically 
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congested  and  hypertrophied,  producing  similar  congestion  of 
ovaries,  or  both  uterus  and  ovaries  may  atrophy. 

The  wearing  of  stays  is  another  factor  in  the  production 
of  flexions  of  uterus,  prolapsed  ovaries,  &c,  especially  when 
worn  tight.  They  are  most  pernicious  to  women  who  stoop 
or  lean  forwards  in  their  occupations,  as  machinists,  weavers, 
&c.  In  some  branches  of  the  weaving  industry  the  girls 
have  to  lean  forward  and  stoop  considerably,  and  to  continue 
doing  so  for  long  hours.  Their  employment  is  not  regular. 
They  frequently  have  to  be  idle  (lake  or  play)  for  days 
together :  this  gives  anxiety  as  to  means.  They  frequently 
have  a  love  for  finery,  and  desire  to  hold  their  heads  up  well, 
and  they  frequently  do  appear  like  ladies  on  Sundays,  but  to 
do  this  they  sometimes  live  on  bread  and  tea  for  days  in  a 
week. 

Other  patients  in  better  social  position  for  want  of  healthy 
employment  for  mind  and  body  require  an  explanation  for 
the  aches  and  pains  of  every-day  life ;  they  become  morbidly 
introspective,  and  fearing  to  take  exercise,  drift  into  a  sofa- 
like existence.  We  may,  by  mistaking  neurotic  pains  for 
inflammatory,  enjoin  rest  when  activity  would  be  more  bene- 
ficial. 

In  treating  many  of  these  cases,  I  do  not  make  vaginal 
examinations  until  I  am  assured  that  local  treatment  is  likely 
to  do  good.  I  give  such  medicines  as  are  likely  to  do  good, 
and,  after  a  time,  if  medicines  and  advice  fail,  I  use  local 
treatment  if  necessary ;  and  having  tried  other  remedies,  I 
advise  the  use  of  hypnotism  as  readily  as  I  would  the  use  of 
a  drug  when  I  think  it  the  best  treatment,  and  far  more 
readily  than  I  would  advise  the  removal  of  appendages. 

I  very  frequently  advise  the  removal  of  stays  and  all  tight 
clothing.  I  often  advise  frequent  eating  and  generous  diet. 
Activity,  as  walking,  riding,  rowing,  with  frequent  periods 
of  rest  in  the  recumbent  position ;  and  if  the  patient  will  reveal 
a  mental  trouble  or  bias,  to  do  what  I  can  to  shake  it  out  of 
her,  even  by  hypnotism. 
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Dr.  J.  H.  Thompson  (Rome)  read  a  paper  on 

Concealed   Rupture    of  the  Perin&um,    a  Prime  Factor  in 

Puerperal  Fever. 

By  concealed  rupture  of  the  perinaeum  I  refer  to  a  rupture 
or  laceration  through  the  lower  portion  of  the  vaginal  tube, 
into  the  perineal  body ;  but  not  involving  transverse  ligaments, 
fascia,  or  skin.  Those  of  my  professional  brethren  who  have 
an  extensive  obstetrical  practice,  must  occasionally  have 
noticed  when  supporting  the  perinaeum  during  the  passage  of 
the  head,  a  peculiar  sensation  imparted  to  the  hand.  A 
tearing  of  the  tissues  is  distinctly  felt  and  sometimes  heard ;  but 
after  delivery,  no  laceration  of  the  perinaeum  is  discoverable 
by  external  examination. 

What  has  happened  ?  The  lower  part  of  the  vaginal  tube 
has  been  split,  and  the  perineal  body  laid  open  ;  the  transverse 
ligaments,  fascia,  and  skin  being  more  elastic  have  yielded  to 
the  advance  of  the  head,  consequently  there  is  no  external 
evidence  of  laceration. 

This  accident,  unless  immediately  repaired,  I  consider  one 
of  the  most  perilous  that  can  happen  to  the  lying-in  woman. 

How  often  have  we  been  at  a  loss  to  account  for  the 
advent  of  fever  on  the  fourth  or  fifth  day,  with  all  the  symp- 
toms of  septic  poisoning,  in  patients  who,  at  the  time  of 
delivery,  were  perfectly  healthy,  whose  labour  was  normal,  and 
whose  hygienic  surroundings  were  as  perfect  as  could  be 
desired. 

I  think  the  apparent  anomaly  can  be  explained  if  we 
carefully  examine  the  minute  anatomy  of  the  parts  injured. 

During  the  last  two  years  I  have  made  frequent  dissections 
of  the  perineal  region  of  the  female  with  a  view  to  the 
preparation  of  some  illustrations  of  its  minute  anatomy.  In 
all  cases  the  dissections  have  been  made  upon  the  cadavert 
of  young  women  who  had  never  borne  children.  A  careful 
examination  of  the  perineal  body  shows  the  centre  to  be 
occupied  by  a  comparatively  large  lymphatic  lacuna,  which 
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communicates  directly  with  the  lymphatics  of  the  uterus  and 
peritoneal  cavity. 

If  the  nozzle  of  an  ordinary  Pravaz*  syringe  be  introduced 
into  this  sac,  and  a  careful  injection  made  with  a  filtered  solu- 
tion of  indigo,  the  fluid  will  be  seen  to  travel  through  the 
lymph-channels  of  the  peritoneum  with  great  facility.  The 
fluid  must  be  warm,  and  the  cadaver  prepared  as  for  a  wax 
injection. 

For  many  years  I  have  been  in  the  habit  of  demonstrating 
before  my  classes  the  readiness  with  which  the  lymphatics 
of  the  peritoneal  cavity,  even  to  those  reflected  upon  the 
diaphragm,  can  be  injected  through  the  testicle  of  the  living 
rabbit  They  can  be  injected  equally  well  through  the 
perineal  body.  The  communication  between  the  perineal 
body  and  the  abdominal  lymphatic  system  being  so  patent,  it 
will  be  seen  at  a  glance  what  an  important  factor  this  form 
of  laceration  may  become  in  giving  rise  to  puerperal  fever.  I 
can  conceive  of  no  surer  method  of  poisoning  a  woman  than 
to  permit  the  lochial  discharges  to  pass  into  the  lymphatic  sac 
of  the  perineal  body,  and  there  remain  in  contact  with  tissue 
already  inflamed  from  laceration ;  rapid  decomposition  ensues, 
with  speedy  absorption  of  the  septic  matter,  and  general  blood 
poisoning  necessarily  follows. 

When  this  accident  occurs,  the  patient  is  placed  in  much 
greater  peril  than  when  the  laceration  is  complete,  down  to 
or  involving  the  bowel.  In  the  latter  case,  the  wounded  sur- 
face is  much  more  extensive ;  but  there  being  no  obstruc- 
tion to  the  exit  of  the  discharges,  blood  poisoning  is  less 
likely  to  follow.  In  hidden  rupture,  the  transverse  structures 
of  the  perinaeum  act  as  a  dam,  and  cause  retention  of  a  por- 
tion of  the  discharges  in  the  pouch  caused  by  the  laceration  ; 
septic  poisoning  must  necessarily  ensue.  No  amount  of  skill 
on  the  part  of  the  accoucheur  can  avert  this  accident.  The 
lower  third  of  the  vaginal  wall  is  much  thicker  than  the  upper 
two  thirds.  The  increased  thickness  is  sometimes  made  up 
of  inelastic  fibrous  tissue ;  the  tube  splits  instead  of  dilating 
under  the  pressure  of  the  head.    This  split  may  extend  with 
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the  advance  of  the  head,  until  the  whole  perinaeum  is  laid  open, 
or  the  perinaeum  proper  may  remain  intact  The  vagina 
should  be  carefully  examined  in  all  cases  directly  after  delivery, 
and  if  a  hidden  rupture  is  found,  the  wound  should  be  closed 
immediately  with  silver  sutures,  as  carefully  as  if  operating 
for  recto-vaginal  fistula. 

Dr.  Barnes,  in  his  "  System  of  Obstetrics,"  has  called  the 
attention  of  the  profession  to  the  "  glacier-like  "  movements  of 
the  mucous  membrane  upon  the  deeper  tissues  of  the  par- 
turient canal,  and  consequent  laceration  with  serous  and  blood 
effusions  under  the  advance  of  the  head,  as  a  probable  source 
of  fever.  If  puerperal  fever  can  arise  from  this  source,  how 
much  more  likely  is  it  to  occur  from  the  accident  I  have 
described  ? 

Case    of    Vaginal  Hysterectomy  for    Uterine   Cancer. 
By  Albert  E.  Morison,  M.B.,  CM.,  F.R.C.S.EA 

Mrs.  H.,  aet.  thirty-nine,  came  on  June  10th,  1887,  com- 
plaining of  pain  in  the  back  and  watery  discharge  from  the 
vagina. 

History. — Patient  has  been  married  for  twenty  years,  and 
is  the  mother  of  five  children,  the  eldest  being  nineteen  and 
the  youngest  twelve  years.  Menstruation  began  at  the  age  of 
thirteen,  and  has  been  regular  up  to  the  present  time.  Six 
months  ago  she  began  to  suffer  from  "whites,"  which  gradually 
became  tinged  with  blood,  and  latterly  she  has  had  a  sero- 
sanguineous  discharge  with  no  offensive  odour.  The  pain  in 
the  back  and  bowels  began  about  three  months  ago,  and  was 
so  severe  she  could  get  no  sleep.  She  describes  it,  as  if  one 
were  holding  a  hot  iron  close  to  the  back.  There  is  a  marked 
family  history  of  cancer,  two  of  her  sisters  having  died  of 
general  cancer  following  mammary  carcinoma,  and  a  maternal 
aunt  of  cancer  of  the  stomach.  On  physical  examination, 
characteristic  signs  of  cancer  of  the  cervix  and  lower  segment 
of  the  uterus  were  found.  The  vaginal  walls  were  free  from 
disease,  and  there  was  no  discernible  disease  in  the  tissues 
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round  the  uterus,  which  was  freely  movable.  Having  decided 
that  the  disease  was  limited  to  the  uterus,  I  told  the  patient 
of  the  risks  attending  the  operation,  and  after  consulting  her 
friends  she  decided  on  having,  what  I  considered  necessary, 
done. 

Operation. — On  June  30th,  the  patient  being  anaesthetised, 
I  proceeded  to  operate,  assisted  by  Drs.  Young  and  Gray. 
The  rectum  was  previously  emptied  by  enema,  and  the 
bladder  by  catheter.  Having  washed  out  the  vagina  with 
carbolic  lotion  (1-40)  the  cervix  was  seized  with  volsella  and 
pulled  down.  With  a  pair  of  curved  scissors  the  vaginal 
mucous  membrane  was  divided  posteriorly,  then  anteriorly, 
the  lateral  portions  being  left  to  the  last.  During  this  part  of 
the  operation  there  was  very  considerable  haemorrhage,  fully 
a  dozen  vessels  being  caught  and  ligatured.  The  cellular 
tissue  was  then  separated  from  the  cervix  all  round  with  the 
finger  nail.  In  separating  the  bladder  it  was  unfortunately 
wounded,  owing  to  the  toughness  of  the  cellular  tissue. 
Before  separating  the  sides  of  the  cervix,  a  silk  ligature  was 
passed  round  the  tissues,  including  the  lower  uterine  vessels. 
The  next  step  was  the  separation  of  the  peritoneum.  This 
was  effected  both  anteriorly  and  posteriorly  with  the  finger  by 
tearing.  The  uterus  was  now  retroverted,  the  cervix  being 
pushed  up  anteriorly  with  the  right  hand,  while  the  left,  grasp- 
ing the  fundus,  pulled  it  down  posteriorly.  This,  owing  to  the 
enlargement  of  the  uterus,  was  the  most  difficult  part  of  the 
operation.  I  was  compelled  to  retrovert  the  whole  organ, 
without  which  I  found  it  impossible  to  reach  the  broad 
ligaments  to  pass  a  ligature  round  them.  The  broad  ligaments 
were  transfixed  with  a  needle  threaded  with  silk  and  ligatured 
in  two  halves,  the  ligatures  being  passed  round  the  whole  and 
again  tied.  The  uterus  was  now  cut  away,  the  ligaments  being 
held  in  situ  by  the  ligatures.  There  was  no  bleeding  from 
either  of  the  stumps. 

The  wound  in  the  bladder  was  about  half  an  inch  trans- 
verse. I  thought  it  inadvisable  to  stitch  this  together,  owing 
to  the  length  of  time  that  would  be  occupied  in  so  doing. 


350  The  British  Gynecological  Society. 

The  whole  vagina  was  washed  out  with  warm  carbolic  lotion 
(1-40)  and  plugged  with  lint  soaked  in  iodoform  emulsion. 
No  sutures  or  drain  were  used.  Patient  was  removed  to  bed 
and  propped  up  in  a  sitting  posture.  A  catheter  was  ordered 
to  be  passed  every  four  hours.  In  the  evening  the  patient 
was  wonderfully  well ;  temperature  980,  pulse  78.  She  had  no 
pain  or  sickness.  Microscopic  examination  of  the  growth 
showed  it  to  be  a  columnar-celled  carcinoma. 

July  1st. — Had  a  good  night,  slept  six  hours ;  temperature 
904°.  Plugs  of  lint  removed  ;  urine  observed  coming  per 
vagiriam.  Catheter  introduced  by  the  urethra  into  the  bladder 
and  a  tube  carried  into  a  bottle  on  the  floor  containing  car- 
bolic lotion.  Diapers  of  wood  wool  used,  and  the  vagina 
dusted  with  iodoform  and  starch. 

July  $rd. — Eighteen  ounces  of  urine  by  catheter ;  still  a 
little  per  vaginam. 

July  4th. — Passed  a  restless  night  owing  to  irritation  in 
the  bowels;  ordered  magnes.  sulph.  si  (1  drachm) doses  every 
hour  and  an  enema.  No  urine  passed  per  vaginam,  which  is 
a  little  moist. 

July  yth. — Examined  urine  and  found  it  alkaline,  contain- 
ing half  albumen  and  abundance  of  phosphates.  The  quantity 
is  sufficient,  and  all  now  passes  by  the  catheter.  Patient  is 
apparently  perfectly  well,  and  surprised  she  has  to  remain  on 
milk  diet. 

July  iotA. — Urine  in  the  same  condition  as  regards 
albumen ;  catheter  removed ;  all  the  urine  is  passed  per 
urethram. 

July  igtk. — Albumen  still  abundant.  Thinking  that  the 
great  phosphatic  secretion  was  the  cause  of  the  albumen,  I 
ordered  her  a  mixture  containing  acid  nitro.  mur.  dil.  (nix)  and 
liq.  strychnia  (  m  iv.)  td.s.,  allowed  a  more  liberal  diet,  con- 
sisting of  beef  tea,  toast,  fish,  milk  puddings,  etc.  Under  this 
treatment  the  albumen  and  phosphates  rapidly  disappeared, 
so  that  in  ten  days  the  urine  was  quite  normal, 

July  20th. — Up  the  first  time  to-day. 

July  2yd. — Silk  ligatures  came  away.  From  this  date  the 
patient  made  an  uninterrupted  recovery. 
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September  26th. — Saw  the  patient  to-day  :  says  she  never 
felt  better  in  her  life. 

Condition  of  Parts. — The  vagina  is  of  normal  length  and 
healthy.  At  the  upper  part  of  it  a  soft  elastic  ring  of  cicatrix, 
fully  the  size  of  a  five-shilling  piece,  can  be  felt.  The  finger 
can  be  introduced  upwards  through  this  ring  for  about  two 
inches,  when  it  impinges  on  a  thin  membrane,  presumably 
peritoneum,  through  which  coils  of  intestine  are  distinctly 
perceptible.  On  straining  and  coughing  no  protrusion  occurs. 
The  vaginal  mucous  membrane  remains  separate  from  the 
bladder  and  rectum,  and  the  finger  introduced  through  the 
ring  enters  an  open  space  all  round  the  cicatrix  on  its 
abdominal  aspect 

The  patient  remained  well  till  the  middle  of  November, 
when  she  returned  complaining  of  dyspeptic  symptoms.  On 
examining  her  I  found  evidences  of  malignant  disease  in  her 
liver.  The  vagina  was  perfectly  free  from  disease.  She 
gradually  wasted  away  and  died  entirely  free  from  pain  on 
January  9th,  1889,  eighteen  months  after  the  operation.  No 
post  mortem  could  be  obtained. 

Vaginal  hysterectomy  for  uterine  cancer  is  a  subject  the 
advisability  of  which  is  still  sub-judice.  In  all  cancerous 
diseases  affecting  other  parts  of  the  body  the  rule  laid  down 
is:  operate  so  long  as  you  can  remove  the  whole  disease. 
It  is  only  available  when  the  uterus  is  freely  movable  and 
the  parametria  and  vaginal  walls  are  free.  Many  gynaeco- 
logists object  to  the  operation  for  two  reasons :  (1)  the  result 
both  as  regards  prolongation  of  life  and  relief  of  suffering  is 
not  such  as  to  warrant  so  serious  an  operation ;  (2)  early 
recurrence  is  extremely  frequent. 

On  the  other  hand,  those  who  favour  the  operation  do  so 
on  the  following  grounds:  (a)  Many  patients  recover,  and 
have  as  long  a  period  as  five  years  and  more,  and  the  number 
of  permanent  cures  is  no  smaller  than  in  cancer  of  other 
regions,  (b)  If  the  disease  returns,  it  is  generally  in  some 
other  part  of  the  body,  where  the  sufferings  of  the  patient 
will  not  be  so  great  as  if  the  disease  was  left  to  run  its  course. 
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(c)  The  operation  itself  is  not  so  dangerous  to  life  as  to  render 
it  unjustifiable. 

Martin  quotes  in  1 886,  311  cases  with  forty-seven  deaths 
— a  mortality  of  15.170,  while  in  1890,  Pozzi  quotes  188  cases 
with  six  deaths,  a  mortality  of  rather  more  than  3  per  cent, 
showing  that  with  increased  experience  the  operation  is 
becoming  less  dangerous. 

Dr.  Fancourt  Barnes  did  not  think  the  operation  had 
any  great  future  before  it  It  was  sometimes  difficult  and 
dangerous.  He  knew  of  instances  where  the  uterus  had 
been  removed,  and  no  cancer  was  found.  When  cancer 
had  become  more  marked,  then  it  became  more  difficult, 
because  the  neighbouring  tissues  were  involved,  and  very 
often  dangerous  to  carry  out  the  operation. 

Dr.  Edis  thought  that  if  only  the  case  were  diagnosed 
early,  and  operative  measures  resorted  to  promptly,  there  was 
a  fair  and  reasonable  prospect  not  only  of  prolonging  the 
patient's  life,  but  of  freeing  her  from  the  disease  completely. 
He  had  operated  upon  several  cases  lately  and  with  a  very 
fair  amount  of  success.  One  point  in  diagnosis  was  very  im- 
portant— if  haemorrhage  occurred  on  careful  examination,  in 
all  probability  it  was  malignant ;  mere  granular  degeneration 
of  the  cervix  did  not  bleed  as  a  rule  on  examination.  With 
Emmett's  tenacula  a  firm  grip  could  be  obtained,  and  the 
uterus  well  drawn  down.  With  a  sharply  curved  needle  the 
uterine  arteries  should  be  first  secured  and  thus  haemorrhage 
avoided.  No  attempt  to  retrovert  the  uterus  should  be 
attempted  ;  the  risk  of  injecting  the  peritoneum  by  turning 
a  malignant  cervix  into  it  was  great,  and  was  best  avoided. 

Dr.  Smvly  believed  the  operation  had  a  future.  The  first 
thing  was  to  get  the  cases  soon  enough,  and  for  this  they 
must  depend  on  general  practitioners.  The  next  point  was 
diagnosis;  for  this  a  skilled  pathologist  was  often  necessary. 
When  the  disease  had  extended  far,  operation  was  not  advis- 
able, and  great  importance  must  be  placed  upon  the  rectal 
examination,  because  the  disease  early  extended  to  the  recto- 
sacral  ligaments. 
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Dr.  Sinclair  (Manchester)  congratulated  Dr.  Morison  on 
the  manner  in  which  his  case  had  been  reported,  but  he  de- 
scribed several  details  in  the  technique  which  he  considered 
would  be  improvements.  He  referred  to  several  cases  he  had 
operated  on  years  ago,  resulting  in  apparently  permanent 
cure.  He  could  hardly  agree  with  Dr.  Fancourt  Barnes  in 
the  statement  he  had  made  on  the  subject.  Work  was  going 
on  throughout  the  country  which  was  producing  its  effects 
upon  the  opinions  of  the  medical  profession  generally,  and  if 
the  London  gynaecologists  did  not  advance  under  Continental 
influence  they  will  have  to  follow  the  lead  of  the  provinces. 
He  believed  that  vaginal  hysterectomy  had  a  great  future 
before  it. 

Mr.  MAYO  ROBSON  quite  agreed  with  the  observations  of 
Dr.  Sinclair  and  Dr.  Edis  that  vaginal  hysterectomy  for  can- 
cer is  not  only  one  of  the  most  satisfactory  operations  so  far 
as  immediate  results  are  concerned,  but  also  having  regard  to 
the  ultimate  history;  for  in  several  cases  that  had  come 
under  his  own  care  and  under  the  care  of  his  colleagues,  the 
patients  had  remained  well  after  periods  varying  from  a  year 
to  three  years  after  operation. 

Dr.  H.  Bramwell  had  seen  several  successful  cases,  and 
his  own  experience  led  him  to  agree  with  Dr.  Edis  and  Mr. 
Mayo  Robson.  The  operation  had  a  future  before  it,  and  he 
believed  if  the  cases  were  judiciously  taken,  the  operation 
would  prove  of  great  benefit  to  suffering  womanhood. 

The  Chairman  observed  that  there  was  a  great  difficulty 
in  determining  even  with  the  microscope  what  were  very  early 
cases.     It  was  not  entirely  to  be  relied  on. 

Dr.  BANTOCK  expressed  his  concurrence  with  the  views 
of  those  who  thought  there  was  a  great  future  for  the  operation. 
Our  greatest  difficulty  was  to  meet  with  cases  sufficiently 
early.  The  question  of  age  played  an  important  rSle  in  cases 
in  which  the  immediate  result  of  the  operation  may  have  been 
a  success.  We  were  much  more  liable  to  meet  with  disap- 
pointment in  young  subjects  than  in  patients  more  advanced 
in  years.    Thus,  in  a  married  woman,  aet.  twenty-three,  whose 
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uterus  he  had  removed  less  than  a  year  ago,  the  disease  had 
already  returned  within  six  months.  On  the  contrary,  a 
patient,  aet  sixty,  whose  cervix  had  been  removed  by  the 
cautery  previous  to  the  radical  operation,  remains  perfectly 
well  after  eighteen  months.  Cancer  affecting  the  body  of  the 
uterus  presents  favourable  cases  for  operation,  but  they  are 
very  rare  in  comparison  with  the  disease  affecting  the  cervix. 
In  one  case  of  this  kind  operated  on  six  or  seven  years  ago 
the  patient  remains  well,  but  in  another,  the  disease  had 
already  penetrated  the  uterine  wall.  With  regard  to  the  steps 
of  the  operation,  he  disapproved  of  the  practice  of  retroverting 
the  uterus.  He  was  of  opinion  that  the  best  method  of  separat- 
ing the  uterus  was  by  the  use  of  ligatures  on  each  side  and 
division  between  the  uterus  and  the  ligatures,  and  that  it  was 
better  to  close  the  opening  by  bringing  the  peritoneal  edges 
alone  into  opposition  by  sutures,  avoiding  the  vaginal  mucous 
membrane.  He  was  not  disposed  to  agree  with  the  view  that 
the  operation  was  a  simple  one.  Some  cases  were  un- 
doubtedly very  easy,  but  the  majority  of  cases,  in  his  ex- 
perience, were  very  difficult. 

Dr.  DRUMMOND  said  he,  as  a  pathologist,  agreed  with  Dr. 
Barnes  as  to  the  difficulty  of  making  a  certain  diagnosis  of 
cancer  in  its  early  stages. 

After  a  few  words  from  Dr.  BLACK  (Harrogate), 
Dr.  Heywood  Smith  said  he  hoped  he  was  in  order,  for 
though  not  speaking  actually  to  the  question,  he  wished  to 
combat  a  statement  made  by  Dr.  Bantock,  that  nothing 
should  be  done  in  cases  of  advanced  disease  of  the  uterus. 
There  is  no  doubt  but  that  some  relief  can  be  given  even  in 
these  cases,  and  he  did  not  think  we  should  be  doing  our 
duty  to  our  patients  if  we  declined  to  do  what  lay  in  our 
power  to  give  them  relief.  He  recently  had  a  case  under  his 
care  where  the  disease  was,  through  the  patient's  own  fault, 
very  far  advanced.  She  had  recurrent  haemorrhage,  severe, 
pain,  and  the  offensive  odour  was  so  strong  that  it  made  her 
bedroom  almost  unbearable.  The  uterus  was  extensively 
excavated  right  up  to  the  fundus,  and  the  cervix  gone.    He 
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curetted  the  whole  cavity,  cutting  away  some  indurated 
growths  which  projected  into  the  uterine  cavity,  but  so  far 
had  the  disease  advanced  that  the  fundus  gave  way  at  the 
top,  and  he  saw  a  loop  of  the  intestine  presenting  through  the 
hole.  He  carefully  packed  the  uterus  with  iodoform  gauze 
and  also  the  vagina,  and  retaining  it  for  forty-eight  hours,  had 
the  good  fortune  to  find  the  wound  had  closed.  The  operation 
greatly  benefited  the  patient.  She  got  to  look  better,  the 
discharge  and  pain  were  lessened,  and  the  very  offensive 
odour  was  greatly  diminished.  He  wished,  therefore,  to  insist 
on  the  possibility  of,  in  some  cases,  even  those  very  far 
advanced,  being  able  to  afford  relief  to  those  suffering  from 
that  terrible  disease. 

Dr.  GRIGG  said  Sir  J.  Simpson  had  laid  it  down  as  a  rule  that 
if  the  bladder  was  opened  transversely  it  was  not  necessary  to 
stitch  the  wound  together,  that  it  would  close  of  itself.  If 
opened  in  the  long  axis  of  the  bladder,  a  fistulous  opening 
would  ensue  if  stitched  or  not. 

Professor  Shroeder  before  operating  for  vaginal  hysterec- 
tomy placed  the  patient  under  chloroform,  and  examined  the 
condition  of  the  glands  in  the  neighbourhood  of  the  uterus ; 
if  enlarged,  operation  was  not  desirable. 

The  Diagnosis  of  some  Tumours  supposed  to  be  Ovarian.  By 
A.  W.  Mayo  Robson,  F.R,C.S.,  Professor  of  Surgery  in 
the  Yorkshire  College  of  the  Victoria  University,  and 
Hon.  Surgeon  Leeds  General  Infirmary. 

SOME  little  time  ago  I  noticed  the  report  of  a  series  of 
cases  in  one  of  the  journals,  which  ended  by  remarking  that  no 
mistake  in  diagnosis  had  occurred  in  the  whole  series. 

I  could  not  help  feeling  that  my  own  experience,  which  I 
happen  to  know  coincides  with  the  experience  of  many  others, 
would  not  allow  me  to  conclude  that  the  diagnosis  of  ovarian 
tumours  was  such  a  simple  matter,  and  I  feel  sure  that  in 
giving  some  brief  remarks  on  a  number  of  cases  which  have 
come  under  my  notice,  others  will  bear  me  out  when  I  say 
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that  in  some  cases  it  is  almost  impossible  to  be  certain  of  a 
diagnosis  without  exploration. 

It  is  always  thought  a  very  simple  matter  to  make  a 
diagnosis  between  ascites  and  ovarian  tumour,  but  the  follow- 
ing cases  will  prove  that  this  is  not  always  so  simple  a  matter 
as  it  seems. 

A  patient,  set.  forty-five,  came  to  see  me  from  Staffordshire 
with  an  abdominal  swelling  presenting  all  the  signs  of  an 
ovarian  tumour,  there  being  dulness  at  the  front  of  the 
abdomen,  resonance  in  the  flanks,  and  no  alteration  in  these 
signs  when  the  patient  was  turned  on  her  side.  Before  coming 
to  see  me  she  had  seen  several  other  surgeons  who  thought 
the  case  to  be  ovarian.  An  exploration  through  a  small 
incision  showed  it  to  be  ascites  with  a  malignant  tumour 
developing  in  the  region  of  the  pancreas,  shortening  the 
mesentery  and  preventing  the  intestines  floating. 

The  patient  made  a  good  recovery  from  the  exploration, 
and  was  considerably  relieved  for  some  months. 

My  colleague,  Mr.  Teale,  had  a  similar  case  where  the 
mesentery  was  shortened  by  malignant  disease,  and  where  all 
the  signs  were  those  of  ovarian  tumour. 

A  few  months  ago  I  was  asked  to  operate  on  a  case  in 
North  Yorkshire  supposed  to  be  ovarian,  and  both  the  history 
and  physical  signs  rendered  it  extremely  probable  that  the 
fluid  was  contained  in  a  thin-walled  cyst.  As  the  uterus  was 
drawn  almost  beyond  reach  and  tilted  to  the  right,  it  was 
thought  probable  that  the  case  might  be  one  of  parovarian 
cyst  developing  in  the  left  broad  ligament.  The  great  de- 
terioration in  health  led  me  to  fear  malignant  disease,  and 
although  all  the  physical  signs  pointed  to  the  diagnosis  made 
before  my  visit,  an  exploratory  operation  confirmed  my  sus- 
picions. 

I  could  relate  many  similar  cases  where  the  diagnosis 
between  ascites  and  ovarian  disease  has  been  very  difficult  or 
even  impossible  without  exploration  or  preliminary  tapping. 

It  is  well  known  that  tubercular  peritonitis  is  not  always 
easy  of  diagnosis ;  and  in  a  case  I  saw  with  Dr.  Black,  of 
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Harrogate,  a  collection  of  fluid  gradually  forming  at  the  lower 
part  of  the  abdomen  presented  all  the  signs  of  an  ovarian  cyst. 
Although  we  diagnosed  the  case  correctly,  it  was  chiefly  on 
account  of  the  history  and  the  condition  of  the  patient  rather 
than  from  any  physical  signs. 

Dr.  Thomas  Keith  made  a  remark  in  one  of  his  papers 
that  it  might  be  impossible  to  diagnose  between  fibro-cystic 
tumour  of  the  uterus  and  ovarian  disease,  and  in  two  cases 
where  I  have  successfully  performed  hysterectomy  for  fibro- 
cystic tumour,  although  I  diagnosed  fibroid  of  the  uterus,  I 
thought  this  co-existed  with  an  ovarian  tumour  adherent  to 
the  uterus,  whereas  in  each  case  the  cyst  was  in  the  walls  of 
the  uterus  itself.  One  of  these  specimens  I  showed  before 
this  Society. 

In  an  ovariotomy  which  I  performed  last  year  in  Wakefield, 
the  diagnosis  had  been  made  of  ovarian  tumour  before  I  saw 
the  patient,  but  I  found  that  the  truth  had  only  been  arrived 
at  by  the  use  of  an  exploring  syringe,  for  the  tumour  was 
centrally  placed  and  was  completely  surrounded  by  parts 
resonant  on  percussion.  At  the  operation,  I  found  an  ovarian 
cyst  with  a  very  long  pedicle,  the  upper  part  of  the  cyst  having 
firm  adhesions  to  the  stomach.  Pelvic  examination  was  in 
this  case  absolutely  negative,  and  I  do  not  see  how  a  positive 
diagnosis  could  have  been  arrived  at  without  an  examination 
of  the  fluid. 

Two  years  ago  a  patient  came  to  consult  me  after  having 
had  three  months'  treatment  by  Apostolus  method,  and  on 
examination,  although  an  abdominal  cyst  was  discovered, 
there  was  so  much  solid  as  to  make  one  believe  that  the  case 
might  be  one  of  fibro-cystic  tumour.  On  operating  I  found 
the  patient  to  be  suffering  from  a  multilocular  ovarian  cyst, 
with  firm  adhesions  to  the  back  of  the  uterus.  I  was  fortu- 
nately able  to  completely  remove  the  disease  and  cure  the 
patient. 

On  another  occasion  a  patient  past  middle  life  consulted 
me  for  a  pelvic  and  abdominal  swelling  apparently  firmly  fixed, 
which  had  been  diagnosed  as  malignant  disease  of  the  uterus, 
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and  it  certainly  looked  a  most  unpromising  case  on  which  to 
operate,  but  as  the  patient  was  suffering  great  distress,  and  as 
the  uterine  cavity  was  not  elongated,  and  there  was  no  offensive 
discharge,  I  thought  it  just  possible  that  the  case  might  be  one 
of  solid  or  semi-solid  ovarian  tumour,  with  extensive  adhesions 
to  the  uterus.  I  therefore  operated  and  with  considerable 
difficulty  succeeded  in  removing  a  multilocular  ovarian  cyst, 
the  separate  cysts  being  so  small  as  to  give  the  impression  of 
solid,  both  through  the  vagina  and  through  the  parietes. 

A  few  months  ago  I  was  asked  to  see  a  lady  who  had  been 
told  seven  years  previously  that  she  had  a  simple  fibroid  of  the 
uterus  which  need  cause  her  no  anxiety.  She  had  therefore 
tried  to  banish  her  disease  from  her  thoughts,  but  increasing 
distress  made  her  again  seek  advice,  and  on  examination  a 
tumour  could  be  felt  distinctly  differentiated  from  the  uterus. 
It  turned  out  to  be  a  dermoid  cyst,  and  I  should  think  in  all 
probability,  when  first  seen,  its  apparently  solid  character  and 
its  close  connection  with  the  uterus  made  the  able  surgeon  who 
first  saw  it  give  a  wrong  diagnosis. 

It  is  not  to  be  wondered  at,  that  a  double  ovarian  cyst 
becoming  blended  and  so  fixing  the  uterus  in  its  middle, 
should  be  mistaken  for  fibro-cystic  tumour  of  the  uterus,  which 
has  once  occurred  in  my  practice ;  and  at  the  time  of  operation 
the  adhesions  were  so  firm  that  it  was  only  by  considerable 
perseverance  that  I  was  able  to  detach  the  tumour  and  apply 
ligatures  to  the  pedicles. 

The  diagnosis  between  hydramnios  and  ovarian  tumour 
would  at  first  sight  appear  to  be  a  very  simple  matter,  yet  I 
know  of  two  cases  where  this  has  been  attended  with  con- 
siderable difficulty.  In  one,  I  was  asked  by  a  surgeon  to  see 
a  patient  before  he  operated,  and  no  sign  of  pregnancy  could 
be  elicited,  but  as  a  matter  of  precaution  my  friend  passed  a 
sound  and  an  enormous  amount  of  amniotic  fluid  was  dis- 
charged from  the  uterus,  together  with  shrivelled  twins. 

In  another  case  of  which  I  know,  a  surgeon  tif  great 
experience  performed  abdominal  section  under  the  idea  that 
he  was  dealing  with  an  ovarian  cyst ;  this  also  turned  out  to 
be  hydramnios  with  twins. 
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My  remarks  have  already  occupied  more  than  the  allotted 
time,  otherwise  I  could  have  related  several  other  cases  where 
difficulties  have  arisen  in  the  diagnosis  of  ovarian  tumours 
from  highly  distended  gall  bladder,  immense  cysts  of  the 
kidney,  cystic  disease  of  the  mesentery,  hydatid  cysts  and 
retro-peritoneal  sarcoma,  but  I  hope  I  may  have  said  enough 
to  elicit  the  opinion  of  some  of  the  very  able  gynaecologists 
present,  as  to  whether  they  can  always  be  certain  of  making 
a  correct  diagnosis  without  tapping  or  exploring. 

My  feeling  is,  that  one  first  ought  as  far  as  possible  to 
exhaust  all  the  means  at  our  disposal  to  make  an  exact  diag- 
nosis, but  even  when  this  is  done  I  am  confident  that  there 
will  be  some  cases  where  the  diagnosis  can  only  be  made  by  ex- 
ploration, and  I  feel  that  in  such  cases  when  there  is  manifest 
abdominal  disease  producing  distress  and  danger,  one's  course 
is  quite  clear,  and  that  is,  not  to  wait  and  allow  the  diagnosis 
to  be  cleared  up  on  the  post-mortem  table  simply  because  we 
cannot  be  perfectly  clear  about  it,  but  when  in  doubt  to  explore 
by  a  small  incision,  being  prepared  at  the  time  to  follow  up 
the  exploration  by  further  treatment  if  called  for. 

Acting  on  this  principle  I  feel  sure  that  I  have  saved  lives 
that  would  otherwise  have  been  sacrificed,  and  on  looking 
back  I  can  recall  no  case  which  would  tend  to  make  me  alter 
my  practice. 

Mr.  O'Callaghan  said  :  Mr.  Mayo  Robson's  experience 
in  the  difficulty  of  diagnosis  as  to  the  character  of  some  ab- 
dominal tumours  is  common  to  all  surgeons  who  have  much 
experience  of  abdominal  work.  I,  however,  am  satisfied  to 
set  at  nought  the  diagnostic  value  to  which  he  seems  to  attach 
so  much  importance,  except  when  in  consultation  it  is  essen- 
tial to  overcome  the  theoretic  prejudices  of  some  of  the  worthy 
practitioners  of  the  old  school,  who  adhere  tenaciously  to  the 
hard-and-fast  rules  of  signs,  symptoms,  measurement  by 
sound,  &c,  and  who  think  you  ought  in  all  cases  before 
operation  to  know  definitely  whether  the  tumour  is  uterine, 
ovarian,  or  hydatid,  the  differential  diagnosis  of  which  is  appa- 
rently so  simply  and  beautifylly  laid  down  for  them  in  some 


360  The  British  Gynecological  Society. 

of  the  text  books  on  abdominal  surgery,  and  is  theoretically 
very  useful  in  its  way,  and  valuable  to  a  certain  extent,  but 
which,  I  am  sure,  they  will  accord  less  importance  to  year 
by  year,  and  the  rising  generation  of  practitioners  stimulated 
by  the  brilliant  results  of  practical  work  will  do  away  with 
this,  the  only  difficulty  which  gives  any  importance,  in  my 
opinion,  to  the  question  of  diagnosis.  In  my  practice,  if  the 
nature  of  the  growth  is  not  quite  palpable,  it  in  no  way 
troubles  me.  Surgical  instinct  informs  me  that  these  tumours, 
whatever  their  character  may  be,  are  abnormal  and  have  no 
business  there,  so,  prepared  for  any  emergency  from  a  simple 
exploratory  incision  to  a  myomectomy  or  enterectomy,  I 
proceed  to  tackle  it,  and  thus  satisfy  all  theory  in  this  prac- 
tical way.  Should  the  growth  prove  incipient  malignant 
disease,  much  benefit  may  be  derived  from  the  incision  in 
conjunction  with  flushing  the  peritoneum.  I  could  record 
many  cases  of  this  kind  in  which  this  simple  treatment  has 
relieved  pain,  held  in  abeyance  this  unremovable  disease,  and 
in  some  cases  has  apparently  effected  a  cure,  which  happy 
result  could  only  have  been  arrived  at  by  this  the  only  method 
of  diagnosis  which  the  practical  surgeon  should  entertain. 

In  the  brief  discussion  which  followed,  Dr.  BRAMWELL 
said  it  gave  him  considerable  satisfaction  and  comfort  to  find 
that  so  eminent  a  surgeon  as  Mr.  Robson  could  not  be  cer- 
tain in  many  of  his  diagnoses,  for  in  his  own  case  he  found 
the  difficulty  very  great,  and  it  was  comforting  to  find  that 
other  surgeons  found  the  same  difficulties. 

Before  the  proceedings  closed  Dr.  GRIGG  proposed  a  vote 
of  thanks  to  the  Council  of  Durham  University  for  allowing 
the  use  of  the  hall  to  hold  the  meetings  in.  They  were  all 
deeply  indebted  to  the  generosity  of  the  Council  for  placing 
that  handsome  and  beautiful  room  and  splendid  building  at 
their  disposal.    The  vote  having  been  carried  by  acclamation, 

Dr.  G.  H.  Philipson  responded.  He  said  the  Council 
felt  they  were  honoured  in  being  invited  to  receive  the  British 
Gynaecological  Society  in  that  college,  and  they  passed  a  reso- 
lution that  nothing  was  to  be  left  undone  to  aid  the  Society 
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in  its  congress.  He  felt  that  he  would  not  be  performing  his 
duty  if  he  were  not  to  express  on  behalf  of  the  Council  of 
that  college  their  gratification  at  the  success  of  the  congress, 
the  first  congress  of  the  Society  held  in  the  provinces  ;  and  he 
thought  the  success  would  be  remembered  in  the  future  when 
they  would  again  perhaps  have  the  honour  of  receiving  the 
Society  in  Newcastle.  He  desired  to  say,  further,  on  behalf 
of  the  honorary  medical  and  surgical  staff  of  the  Royal  In- 
firmary, and  on  behalf  of  his  professional  brethren  in  this 
city  and  in  the  northern  counties  that  they  valued  the  privilege 
of  having  had  the  opportunity  of  hearing  the  valuable  com- 
munications that  had  been  read  and  the  important  and  in- 
structive discussions  that  had  taken  place.  They  had  also 
had  an  opportunity  of  making  friendships  with  many  dis- 
tinguished men  in  London  and  other  parts  of  the  country, 
as  well  as  with  representative  men  from  other  countries.  For 
all  these  reasons  he  felt  that  he  was  but  feebly  expressing 
the  wishes  of  his  colleagues  in  availing  himself  of  the  oppor- 
tunity of  offering  these  words  of  appreciation  of  the  vote 
which  had  been  proposed  by  the  President  of  the  Society. 

The  Hon.  President,  in  closing  the  proceedings,  said  he 
had  nothing  to  add  but  the  thanks  of  the  Society  to  Dr. 
Philipson  for  the  admirable  manner  in  which  he  had  acknow- 
ledged their  sincere  vote  of  thanks.  Before  parting  there 
was,  he  thought,  one  important  duty  that  they  owed  to  their 
professional  brethren  in  that  great  and  interesting  city,  and 
that  was  to  thank  them  for  their  kindness.  They  had  met 
them  with  great  hospitality  in  two  ways,  first  by  attending  to 
their  personal  wants,  and  secondly  in  sharing  with  them  and 
giving  them  back  again  the  scientific  food  they  came  there  to 
receive.  The  purpose  of  the  Society  in  visiting  Newcastle 
had  been  amply  successful,  and  that  success  was  an  augury, 
he  thought,  of  future  and  greater  success,  both  for  themselves 
as  a  Society,  and  for  medical  science  generally. 

The  Society  then  adjourned. 
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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  October  8,  1891. 
W.  Chapman  Grigg,  M.D.,  President,  in  the  Chair. 

Present  :  22  Fellows,  3  Visitors. 

The  following  were  proposed  for  election:  Dr.  M.  A. 
Curry,  Halifax,  Canada ;  Dr.  C.  G.  Lucas,  Louisville,  U.S.A. ; 
Dr.  Leon  Strass,  Louisville,  U.S.A. ;  Dr.  H.  Meek,  London, 
U.S.A.;  Dr.  W.  O.  Green,  Frankfort,  U.S.A.;  Dr.  Gustav 
Zinke,  Cincinnati,  U.S.A. 

The  following  were  elected  members  of  the  Society: 
Prof.  Fehling,  Bale ;  Dr.  R.  S.  Peart 

A  Case  of  Advanced  Ectopic  Gestation,  complicated  by  Septic 
Peritonitis \  successfully  treated  by  Abdominal  Section.  By 
A.  D.  Leith-Napier,  M.D.,  M.R.C.P.,  F.BLS.Ed.,  Phy- 
sician to  Out-Patients,  Chelsea  Hospital  for  Women,  &c 

Mrs.  L.  J.,  set.  twenty-five,  married,  admitted  into  Chelsea 
Hospital  for  Women,  August  28th,  1891. 

History  prior  to  Admission. — Patient  attended  the  hospital 
as  an  out-patient,  under  Dr.  Fenton,  on  August  17th,  1891. 
She  then  complained  of  great  pain  at  the  bottom  of  her  back, 
with  offensive  motions  of  green  skinny  material.  She  had 
been  losing  blood  per  vaginam  for  four  days.  She  became 
rapidly  much  worse,  and  was  admitted  as  an  in-patient  under 
my  care,  I  then  being  in  charge  of  Dr.  Fancourt  Barnes' 
wards. 

History  on  Admission. — Patient  had  been  married  two 
years  and  eight  months.  She  had  had  no  children,  but  said 
she  had  aborted  (?)  three  times.  She  was  quite  well  up  till 
September,  1890,  since  which  date  she  had  not  menstruated. 
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She  had  suffered  from  morning  sickness,  swelling  and  tender- 
ness of  the  mammae,  and  had  gradually  increasing  abdominal 
enlargement.  In  March,  1891,  patient  was  severely  frightened 
from  her  clothes  taking  fire;  she  had  not  since  perceived  foetal 
movements,  which  were  strongly  felt  previously.  In  April 
she  had  pains  like  labour  pains,  and  passed  a  large  blood  clot, 
but  there  was  no  appearance  of  a  foetus  or  distinct  mem- 
branes. The  abdomen  continued  to  enlarge  up  till  August ; 
recently  it  has  become  smaller.  As  previously  mentioned, 
she  lost  blood  for  four  days  in  August,  from  13th  to  17th. 
She  has  had  frequent  offensive  diarrhoea,  accompanied  with 
much  pain,  for  over  a  month.  She  has  been  vomiting  almost 
everything  taken  for  the  last  three  weeks. 

State  on  Admission. — Diarrhoea  very  severe  and  offensive. 
Constant  vomiting.  Sweating  profusely  but  irregularly ;  skin 
cold  and  clammy.  The  breath  has  a  sweet  heavy  odour. 
Looking  very  ill ;  temperature  1030 ;  pulse  1 20. 

August  29/A. — Examined.  On  palpation :  abdomen  occu- 
pied by  a  centrally  situated  tense  swelling  reaching  nearly  to 
umbilicus,  which  is  displaced  upward.  Per  vaginam. — The 
cervix  feels  soft ;  the  pelvis  is  occupied  by  a  very  hard  large 
swelling  dipping  into  Douglas's  pouch,  and  rising  well  up  into 
the  abdomen.  The  body  of  the  uterus  lies  in  front  of  the  large 
swelling ;  the  sound  enters  easily  fully  two  and  three  quarter 
inches,  concavity  forwards.  Temperature  I02°.8  ;  pulse  120, 
very  feeble  and  irregular.  The  patient  looked  most  gravely 
ill — so  ill,  indeed,  that  one  of  my  colleagues,  who  had  kindly 
visited  her  for  me,  understanding  I  was  out  of  town,  told  me 
"  She  would  only  be  seen  on  the  post-mortem  table."  I 
diagnosed  septic  peritonitis  from  a  degenerated  ectopic  gesta- 
tion. Free  stimulation  with  brandy,  champagne,  &c,  was 
ordered,  and  bismuth,  previously  prescribed,  continued,  with 
the  addition  of  sedatives. 

August  10th  I  again  saw  the  patient.  Temperature  ioi°.8; 
pulse  no — 116,  steadier.  There  had  been  no  sickness,  and 
she  looked  slightly  better.  I  arranged  to  perform  abdominal 
section  next  day.     My  colleagues  who  saw  the  patient  in 
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consultation  prior  to  operation  did  not  quite  accept  my  views, 
but  agreed  that  abdominal  exploration  was  justifiable. 

August  3 1  st —  Before  operation  temperature  reached 
I03°.2;  pulse  138. 

Operation, — An  incision  was  made  in  the  middle  abdominal 
line  about  five  inches  in  length.  On  reaching  the  abdominal 
cavity  a  large  tense  cyst  was  discovered.  Superficially  and 
to  the  left  side  there  was  a  firm  thick  tense  adhesion  binding 
down  the  cyst ;  this  band  was  believed  to  be  a  portion  of  the 
left  broad  ligament ;  it  was  tied  and  divided.  The  gestation 
sac  was  firmly  adherent  on  both  sides,  and  to  the  abdominal 
peritoneum  anteriorly ;  posteriorly  it  was  closely  adherent  to 
the  rectum  and  lower  bowel.  The  anterior  and  lateral  adhe- 
sions were  partially  separated  from  the  cyst.  The  cyst  wall 
was  extremely  soft  and  friable.  On  opening  the  gestation 
sac  a  considerable  quantity  of  very  foul  smelling  pus  and  gas 
was  liberated.  A  macerated  very  badly  smelling  fetus  of 
seven  to  eight  months'  development  was  then  extracted. 
Thereafter  a  mass  of  decomposed  placental  tissue  was  re- 
moved ;  this  had  very  much  the  appearance  of  rotten  chamois 
leather — was  very  soft  and  most  offensive.  The  cyst  was 
washed  out  with  perchloride  of  mercury  solution,  and  then 
rubbed  dry  with  perchloride  sponges.  The  edges  of  the 
opening  in  the  cyst  were  stitched  to  the  abdominal  wall  by 
several  silk  sutures.  The  abdomen  was  washed  out  with  boric 
acid  solution.  A  glass  drainage  tube  was  passed  into  the  cyst 
and  packed  round  with  carbolized  gauze.  The  upper  part  of 
the  abdominal  wound  was  closed  with  silkworm  gut  sutures. 
On  completing  the  operation  the  cyst  seemed  quite  shut  off 
from  the  general  abdominal  cavity.  From  the  very  distinctly 
faecal  odour  in  the  cyst  it  was  clearly  manifest  that  there  was 
a  communication  with  the  bowel. 

After  progress  of  Case. — On  removal  to  bed,  the  patient's 
pulse  being  fast,  a  nutrient  stimulant  enema  was  given  of  beef 
tea  $iss.,  brandy  $ss.  At  6  p.m.  temperature  ioo°4;  pulse 
140 ;  respiration  30.  At  8  p.m.,  reaction ;  temperature  1020 ; 
pulse  1 50.    By  10  p.m.  the  temperature  had  fallen  to  100°^. 
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September  1st,  2  a.m. — Temperature  98p«4;  pulse  135, 
patient  sleeping  quietly.  1 1.30. — Visited  :  Patient  looking 
very  feeble,  but  has  made  decided  improvement  since  opera- 
tion. Temperature  99° ;  pulse  140.  Wound  dressed.  Glass 
drain  removed,  and  rubber  drainage  tube  inserted.  Fluid 
has  been  drawn  off  several  times  from  cyst  cavity ;  it  is  dark 
and  muddy,  with  a  distinctly  faecal  odour.  8  p.m. — Vomits 
small  quantities  of  fluid  from  time  to  time.  Temperature  fell 
below  normal  eight  hours  after  operation,  and  has  not  been 
above  99°-4  since.  Pulse  150.  Edges  of  cyst  attached  to 
abdominal  wall  look  black  and  sloughy.  (As  I  now  left  for 
my  holiday  my  colleague,  Dr.  Fancourt  Barnes,  took  charge 
of  the  patient.) 

September  2nd. — Temperature  99°4,  pulse  140.  Escape  of 
gas  from  wound. 

September  yrd. — Temperature  ioi°,  pulse  134.  Patient 
looking  very  poorly.  Vomiting,  less  during  previous  night 
ceased  in  forenoon. 

September  4th. — Temperature  ioo°,  pulse  130.  No  vomit- 
ing for  twenty-four  hours ;  patient  feels  better. 

September  $th. — Several  actions  of  bowels,  motions  formed. 

September  6th. — Temperature  98°4,  pulse  118.  Upper 
stitches  removed  on  account  of  suppuration  in  stitch  holes. 
Abdominal  wound  healed,  except  cyst  opening.  Some 
slough  from  sac  wall  came  away  this  morning. 

September  1 2th, — Tube  removed,  wound  packed  with  gauze. 
Rather  more  discharge,  partly  faecal. 

September  14th. — Bowels  opened  nine  times ;  a  little  pus 
passed  in  stools. 

September  16th. — Tube  re-introduced,  discharge  more  free. 

September  iSth. — I  again  saw  the  patient.  Temperature 
99°,  pulse  120.    Patient  looks  very  much  improved. 

September  23rd. — Removed  to  general  ward.  Tempera- 
ture has  only  exceeded  1010  on  two  occasions,  since  after 
fall  from  reaction  record,  viz.,  on  evenings  of  18th  and  19th, 
when  it  was  ioi°.2  ;  it  has  been  mostly  about  990,  and  may, 
indeed,  be  described  as  having  been  practically  normal.  Since 


366  The  British  Gynaecological  Society. 

2 1st  it  has  been  slightly  sub-normal.  Pulse  is  now  98.  The 
edges  of  the  fistula  look  healthy,  the  discharge  from  it  is  much 
less,  and  there  has  been  no  faecal  matter  since  20th.  Bowels 
inactive.    Appetite  good,  sleeping  well.    Fish  diet  ordered. 

September  26th, — Patient  looking  well ;  temperature  and 
pulse  normal.  There  has  been  no  action  of  the  bowels  since 
night  of  23rd.  Several  doses  of  aperient  medicine  and 
enemas  given  ;  after  free  action,  there  is  again  some  appear- 
ance of  faecal  matter  from  abdominal  opening. 

October  $tk. — Allowed  to  get  up.  Except  a  very  slightly 
faecal  spot  once  or  twice,  the  discharge  through  fistula  has 
ceased  since  30th  ultimo.   Looks  very  well;  appetite  excellent 

Description  of  foetus. — I  am  indebted  to  Dr.  Shaw 
Mackenzie,  pathologist  to  the  hospital,  for  the  following 
description  of  the  fetus :  "  Female,  between  seventh  and  eighth 
month.  Weight,  3lbs.  Length,  i6}&  inches.  Open  vulva, 
exposing  clitoris.  Nails,  allowing  for  shrinkage,  do  not 
reach  tips  of  fingers  or  toes.  Umbilicus  \%  inches  from 
pubis,  2)i  from  ensiform.  Not  central  as  at  term.  Hair  is 
present  in  places,  lost  on  scalp,  probably  from  maceration. 
Maceration  everywhere  is  advanced." 

Remarks. — The  earlier  part  of  the  history  pointed  to  a 
possible  interruption  of  normal  pregnancy  by  the  severe 
nervous  shock  causing  death  of  the  foetus.  But  that  the 
pregnancy  was  originally  ectopic  few  will  be  disposed  to 
question.  Fortunately,  I  am  not  in  a  position  to  describe 
the  precise  anatomical  relations,  but  the  gestation  sac  was 
evidently  abdominal,  *.*.,  the  cyst  was  partly  new  material, 
partly  composed  of  distended  broad  ligament  Whether  the 
primary  position  of  the  foetus  was  tubal  or  abdominal,  it  is 
impossible  to  say.  The  question  of  irregular  haemorrhages  in 
these  cases  is  interesting.  The  haemorrhage  in  April,  i.e.t  at  the 
seventh  month,  probably  occurred  when  the  placenta  became 
partially  detached  and  the  foetus  died.  There  seemed  to  be  no 
particular  reason  for  the  four  days'  bleeding  in  August  We 
know  that  such  haemorrhages  do  happen  in  ectopic  gestation, 
more  especially  during  the  latter  months  of  pregnancy,  but 
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although  we  recognise  the  clinical  fact,  I  am  not  aware  that 
there  is  any  adequate  explanation.  The  only  tangible  hypo- 
thesis is  that  there  is  backward  pressure  of  blood  through 
the  pelvic  vessels  generally,  especially  in  the  uterine  veins, 
and  that  this  reflux  from  irregular  uterine  vascular  engorge- 
ment produces  metrostaxis. 

The  question  of  diagnosis  was  in  this  instance  of  very  great 
moment.  I  read  a  paper  on  "The  Diagnosis  of  Spurious  and 
Doubtful  Pregnancy "  at  the  annual  meeting  of  the  British 
Medical  Association  at  Bournemouth,  very  shortly  before  seeing 
this  case.  In  this  paper  (as  yet  unpublished)  I  endeavoured  to 
show  the  most  important  points  of  diagnosis  in  doubtful  cases 
of  pregnancy,  but  I  only  briefly  referred  to  ectopic  gestation. 
I  may  perhaps  be  permitted  to  submit  an  excerpt  from  the 
Hospital  consultation  book,  which  records  my  views  of  the 
case : — "  Septic  peritonitis  ;  probable  ectopic  gestation.  In 
my  opinion  abdominal  section  affords  the  only  possible 
chance  of  recovery."  The  data  upon  which  I  based  my 
diagnosis  were  as  under  : — the  extremely  serious  state  of  the 
patient  on  admission,  with  so  high  a  temperature  and  pulse 
rate,  with  abdominal  tumour,  distension,  tenderness  and  pain, 
showed  the  existence  of  septic  peritonitis,  due  to  some  active 
pathological  disturbance.  By  bimanual  examination,  the 
patient  lying  in  the  dorsal  position,  I  felt,  not  only  the  large 
tumour  occupying  the  abdomen,  and  dipping  into  Douglas's 
pouch,  but  in  front  of  it  could  distinguish  the  uterus,  which 
was  of  practically  normal  dimensions.  There  was  also  the 
history  of  suppressed  menstruation  and  other  signs  of  preg- 
nancy, with  the  practical  certainty  that  no  abortion  had 
happened  during  the  illness ;  further,  I  was  tolerably  certain 
that  I  made  out  a  solid  body  with  bony  prominences,  which 
could  be  felt  through  the  posterior  vaginal  wall ;  this  was  even 
more  clearly  distinguished  per  rectum.  It  is  not  always  easy 
to  discriminate  the  exact  state  of  matters  in  abdominal  tumours, 
and  the  more  difficult  cases  we  see,  the  more  ready  are  we  to 
acknowlege  our  fallibility.    Yet,  in  this  patient,  I   was  as 
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confident  as  possible  that  there  was  an  extra-uterine  foetus 
and  that  the  septic  symptoms  were  due  to  its  degeneration. 

Nature  did  all  she  could.  After  the  death  of  the  foetus 
(about  the  seventh  month),  the  abdomen  did  not  immediately 
become  smaller,  in  fact,  it  was  believed  to  increase  in  size — 
this  probably  in  consequence  of  haemorrhages  within  the 
gestation  sac.  It  is  highly  probable  that  the  placenta 
first  became  partially  separated,  then  the  foetus  died,  and  that 
after  an  uncertain  time  the  placenta  became  wholly  detached, 
and  finally  underwent  suppurative  degeneration.  Ulceration 
of  the  cyst  wall,  with  perforation  into  the  bowel,  followed. 
The  very  firm  and  dense  adhesions  which  had  previously  been 
formed  as  a  consequence  of  localised  inflammations,  prevented 
any  considerable  escape  of  putrefying  matter  into  the  ab- 
dominal cavity ;  and  a  drain  having  been  established  per 
rectum,  the  crisis  was  averted  Tor  a  time.  Although  it  is  well 
known  that,  exceptionally,  a  large  foetus  may  be  discharged 
piece-meal  or  extracted  by  elytrotomy  per  rectum,  there  are 
not  very  many  cases  recorded  in  which  a  foetus  of  the  size 
shown  has  been  passed  or  successfully  extracted  by  this 
channel.  Nor  can  I  believe  that  with  a  grave  septic  con- 
dition, such  as  this  patient  suffered  from,  it  would  have  been 
possible.  She  must  have  died  from  blood-poisoning  at  latest 
in  a  few  days,  possibly  in  a  few  hours. 

The  time  for  operation  in  this  case  had  clearly  arrived. 
Pregnancy  had  existed  for  eleven  months,  and  the  patient 
was  dying  from  sepsis.  I  need  not  now  enter  on  a  discussion 
of  the  general  question  of  when  to  operate  in  ectopic  gesta- 
tion ;  my  own  belief  is  that  in  the  great  majority  of  cases  if 
the  foetus  is  dead,  and  if  septic  symptoms  arise,  operation 
should  follow  diagnosis  as  speedily  as  practicable.  It  is  true 
that  very  grave  difficulties  may  be  encountered  from  haemor- 
rhage if  the  foetus  is  living  and  the  placenta  fresh  and  firmly 
adherent  to  the  cyst  wall.  But  if  we  wait  with  our  eyes  open 
for  the  possible  separation  and  degeneration  of  the  placenta 
after  the  death  of  the  foetus,  and  until  there  is  clear  evidence  of 
sepsis,  we  run  very  great  risks.  In  striving  to  avoid  the  Scylla 
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of  haemorrhage  we  may  strike  on  the  Charybdis  of  acute  septic 
infection,  and  be  less  fortunate  than  in  the  case  I  have  here 
recorded. 

In  conclusion,  I  must  express  my  thanks  to  my  colleague, 
Dr.  Fancourt  Barnes,  for  his  courtesy  in  allowing  me  to 
undertake  the  full  responsibility  of  operating  in  this  interest- 
in  gcase,  and  for  his  kindness  in  attending  to  the  patient 
afterwards. 


A  Case  of  Ectopic  Gestation,  probably  Ovarian. 

By  Howard  Barrett,  M.R.C.S. 

I  FEEL  I  ought  to  make  some  apology  to  the  Fellows 
of  the  Society  for  narrating  events  that  occurred  so  many 
years  ago,  but  a  very  interesting  case  of  "  Ectopic  Ovarian 
Gestation,"  published  by  Mr.  H.  A.  Reeves  in  The  Lancet% 
of  October  25th,  1890,  reminded  me  in  some  of  its  details 
of  this  that  had  happened  in  my  own  practice ;  and  thus 
I  was  led  to  disinter  the  careful  notes  that  I  had  taken 
at  the  time.  I  can  only  trust  that  some  interest  and  instruc- 
tion may  be  derivable  from  the  statement  of  what  was 
certainly  a  very  rare  combination  of  pathological  conditions, 
though  I  regret  greatly  the  disadvantage  I  labour  under  in  my 
inability  to  exhibit  the  specimen  referred  to. 

Late  at  night  on  May  18,  1882, 1  was  called  to  see  a  Mrs. 

B in  consultation  with  another  medical  man,  and  found 

her  in  articulo  mortis,  apparently  from  internal  haemorrhage. 
The  facts  elicited  were  as  follows : — She  was  thirty-two  years 
of  age,  and  had  been  married  at  twenty-eight.  One  year 
after  marriage  a  male  child  was  born  at  seven  months,  after  a 
powerless  labour  and  by  the  use  of  forceps,  and  lived.  About 
nine  months  after  this  she  had  a  miscarriage  at  two  months. 
Two  and  a-Half  years  after  the  birth  of  the  first  child  a  girl 
was  born  at  full  time,  all  conditions  being  normal.  She  had 
last  menstruated  about  the  5th  of  January,  or  exactly  nineteen 
weeks  before  the  date  of  my  visit.  When  about  eight  or  ten 
weeks  advanced  in  the  condition  which  she  rightly  believed 
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to  be  pregnancy,  she  complained  of  aching  pains  in  the  right 
ovarian  region  and  superiorly  to  it,  which  continued  for  some 
time.  On  April  7th  she  slipped  on  a  kerbstone  and  fell  for- 
wards, "  flat  on  her  stomach  "  (or  so  my  informant  stated),  but 
felt  no  abdominal  pain  until  the  1  ith,  though  it  supervened 
then,  but  not  severely.  A  belladonna  plaster  was  applied  to 
the  part,  and  she  said  it  did  her  a  great  deal  of  good. 

Shortly  before  the  date  of  which  I  am  speaking  she  began 
to  complain  a  good  deal  of  weight  in  the  right  side,  though 
it  was  never  urgent  She  never  felt  any  movements,  or  at 
any  rate  never  alluded  to  feeling  any  to  others. 

On  the  night  preceding  this  particular  date  (May  1 8th) 
she  had  gone  to  bed  perfectly  well,  but  woke  at  5  a*m.  with 
severe  abdominal  pain  (supra-pubic  and  through  to  back),  and 
violent  retching.  The  pain,  for  which  no  medical  aid  was 
called  in,  lasted  two  hours.  Shortly  after  its  cessation  she 
got  up  and  went  to  early  Mass  at  the  Roman  Catholic  chapel 
— a  few  minutes'  walk  distant  from  her  house, — took  little  or 
no  breakfast,  said  she  did  not  feel  well,  and  looked  pale.  She 
then  went  out  again  wheeling  her  child  in  a  perambulator 
for  nearly  an  hour ;  had  a  little  dinner,  then  lay  down  for  an 
hour,  and  at  three  p.m.  rose  again,  and  resumed  her  house- 
hold duties,  but  the  pain  and  sense  of  illness  were  increasing. 
Still  she  did  not  appear  to  have  thought  she  was  in  labour, 
did  not  seem  to  those  who  saw  her  to  have  labour  "  pains," 
and  as  yet  did  not  send  for  her  medical  man.  At  5  p.m.  she 
went  to  bed  with  severe  pain  and  abdominal  tenderness,  but 
no  marked  faintness,  and  sent  for  the  doctor.  His  arrival  was 
a  good  deal  delayed.  At  7  p.m.  she  vomited ;  faintness  came 
on  and  increased  during  the  evening,  while  pain  diminished. 
I  saw  her  nearly  at  midnight,  when  she  appeared  in  a  state  of 
collapse,  lying  on  her  back  with  her  knees  drawn  up,  blanched, 
bedewed  with  a  cold  sweat,  pulse  indistinguishable,  respiration 
shallow  and  quick,  extremely  restless — in  a  word,  dying.  She 
did  not  complain  of  pain,  but  said  she  felt  "  as  if  her  stomach 
would  burst."  The  abdomen  was  rather,  but  not  acutely, 
tender  on  palpation,  the  two  sides  apparently  symmetrical 
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(though  no  measurements  were  taken);  there  was  a  large 
central  area  of  dulness,  not  to  any  appreciable  extent,  occupy- 
ing more  of  one  side  than  the  other,  but  extending  higher  than 
would  have  been  expected  in  a  normal  pregnancy  at  the  date 
assumed,  viz.,  nineteen  weeks.  The  vagina  was  cold  and 
unlubricated  by  any  special  mucus;  the  external  os  was 
dilated  enough  to  admit  the  point  of  the  finger  ;  the  cervix 
was  certainly  larger  than  that  of  an  un-impregnated  uterus, 
but  smaller,  softer,  and  more  conical  than  that  of  the  normal 
impregnated  organ  at  the  period  assumed.  There  was  no 
discharge  of  blood,  nor  had  there  been  at  any  time.  A  large 
mass  was  to  be  felt  above,  but  it  seemed  as  if  something, 
rather  thick  and  softer  than  it,  intervened  between  it  and  the 
finger.  There  was  no  ballottement  producible.  The  sound 
was  not  used.  My  diagnosis  was,  ectopic  gestation,  bursting 
of  the  sac,  with  haemorrhage ;  but,  in  the  state  in  which  the 
patient  then  was,  I  could  not  advise  operation,  and  I  envy  the 
nerve  of  the  man  who  would  have  done,  and  more  so  still  that 
of  him  who  would  have  carried  it  out. 

As  a  matter  of  fact,  the  course  of  events  gave  no  time  for 
it,  as  the  poor  woman  shortly  expired,  no  fresh  symptoms 
having  supervened,  but  merely  a  continuance  and  intensifica- 
tion of  the  faintness. 

Permission  was  very  reluctantly  obtained  from  the  friends 
for  a  post-mortem^  on  the  condition  that  no  part  of  the  body 
was  abstracted,  but  all  returned  to  its  place,  and  a  nurse  was 
set  on  guard  over  us  to  see  that  we  fulfilled  it.  Twelve  hours 
after  death  I  performed  it,  assisted  by  the  gentleman  who  had 
called  me  in. 

Body  well  nourished.  On  opening  the  abdomen  the  first 
thing  observable  was  an  enormous  clot  covering  the  whole 
central  region.  It  may  be  here  stated  that  all  available  spaces 
in  the  pelvis  were  also  full  of  clot  and  serum;  and  we 
estimated  the  blood  effused  to  have  been  not  less  than  three 
or  four  pints,  and  it  was  probably  much  more. 

On  removing  the  central  superficial  clot  a  large  mass  was 
exposed,  which,  while  in  situ,  greatly  resembled  the  fundus  of 
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the  gravid  uterus.  It  occupied  a  very  nearly  central  position, 
being  situated  rather  more  (but  not  much)  to  the  right  side  of 
the  body  than  the  left.  Tts  upper  margin  passed  the  level 
of  the  umbilicus,  and  the  transverse  colon  lay  along  above  it 
On  raising  it  for  the  purpose  of  removal,  its  long  axis  was 
found  to  be  horizontal,  and  not  vertical.  It  measured  nearly 
ten  inches  in  length,  and  six  in  breadth,  and  was  ovoid  in  form. 
Its  appearance  was  suggestive  of  a  dense  fibrous  cyst  The 
uterus  was  found  beneath  it  (assuming  the  upright  position 
of  the  body),  rather  flattened,  and  not  bicornate  or  otherwise 
noticeably  abnormal. 

The  cyst  appeared  to  be  connected  with  the  right  side  of 
the  uterus  by  a  band  (presumably  the  thickened  and  altered 
layers  of  the  broad  ligament),  and  in  the  course  of  develop- 
ment it  seems  to  have  first  risen  vertically  at  the  full  tether 
of  this  band,  and  then  subsequently  to  have  turned  over, 
having  described  a  semicircle,  to  lie  superincumbent  on  the 
uterus. 

The  uterus  was  scarcely  more  than  of  the  normal  un- 
impregnated  size,  but  the  cervical  portion  was  rather  hyper- 
trophied.  It  contained  a  degenerated  decidua,  and  some 
gelatinous  matter.  The  right  Fallopian  tube  was  atrophied, 
but  perfectly  distinguished,  and  lying  behind  and  beneath 
the  cyst.  Thz  right  ovary  could  nowhere  be  found.  The  left 
ovary  was  rather  softened  and  shrivelled. 

On  removing  the  cyst,  a  patch  of  ragged  ulceration  was 
observed  on  what,  had  it  been  in  normal  position,  would  have 
been  its  right  or  distal  end,  but  which,  in  situ,  was  on  the 
observer's  right.  It  was  not  actually  perforated,  but  when  the 
cyst  was  opened,  it  proved  at  that  point  so  thin  that  the 
finger  was  easily  visible  through  what  remained  of  the  cyst 
wall.  On  freely  incising  the  cyst  there  was  a  gush  of  liquor 
amnii,  and  a  well-formed  and  perfect  male  foetus  of  between 
four  and  five  months  was  exposed  to  view.  It  was  not 
decomposed  nor  was  there  any  evidence  of  long  prior  decease. 

Strange  to  relate,  no  true  placenta,  in  the  ordinary  accep- 
tation of  the  term  was  there,  but  the  interior  cyst  wall  showed 
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three  or  four  large  patches  of  purple  and  apparently  placental 
tissue,  with  sharply  defined  margins  ;  two  had  slight  vascular 
connection  with  one  another,  whilst  the  others  were  quite 
isolated.  One  patch  was  situated  at  the  extremity  of  the 
cyst  where  the  ulceration  had  commenced,  and  the  haemorrhage 
had  proceeded  from  the  laying  open  of  its  vessels.  It  was 
not  with  this  patch  that  the  cord  was  connected,  but  with 
a  large  one  in  the  centre  of  the  long  axis  of  the  cyst 
These  patches  were  not  appreciably  raised  above  the  surface, 
but  the  structure  dipped  down  deeply  into  the  cyst  wall. 

The  exact  thickness  of  the  cyst  wall  cannot  be  given,  but 
it  might  be  approximately  rather  under  one-eighth  of  an 
inch,  dense  and  fibrous  in  structure,  and  of  more  or  less 
uniform  thickness  except  at  the  ulcerating  end,  where  it  was 
generally  thinner.  Its  outer  covering  was  peritoneal.  It  had 
contracted  no  adhesions  at  all. 

I  came  to  the  conclusion  at  the  time  (and  I  see  no  reason 
to  alter  it  now)  that  rare  as  are  the  cases  of  ovarian  gestation, 
this  must  have  been  one  of  them.  If  not,  where  had  this 
foetus  got  to  ?  Tubular  it  certainly  was  not.  Tubo-ovarian 
I  do  not  think .  it  was,  on  account  of  the  position  of  the 
Fallopian  tube  and  the  detached  shreddy,  and  more  than  half 
absorbed,  appearance  of  what  seemed  to  be  its  fimbriated  ex- 
tremity. There  are  many  that  deny  that  primary  abdominal 
pregnancy  ever  occurs,  but  conceding  that  this  might  possibly 
be  of  that,  or  even  the  secondary  variety,  what  had  become 
of  the  right  ovary  ? 

The  other  remarkable  points  in  the  case  appear  to  me  to 
be  these : — 

(1)  No  long  period  of  sterility  preceded  this  conception, 
as  is  frequent  in  these  cases. 

(2)  No  marked  symptoms  during  gestation  seem  to  have 
called  attention  to  its  being  of  an  abnormal  character. 

(3)  The  degree  of  exertion  the  patient  was  able  to  make 
during  the  last  sixteen  hours  of  her  life,  and  whilst  haemor- 
rhage was  probably  more  or  less  actively  proceeding,  was, 
to  say  the  least,  extraordinary. 
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(4)  No  abnormality  of  the  uterus  was  discovered. 

(5)  The  arrangement  of  the  placental  tissue  was  (at  any 
rate  to  my  knowledge  or  experience)  unique. 

The  word  that  will  at  once  rise  to  the  lips  of  every  Fellow 
present  at  the  conclusion  of  this  narrative  will,  of  course,  be 
"  This  woman  might  have  been  saved  had  she  been  operated 
on  during  the  afternoon  or  even  the  evening  of  the  18th." 
It  is  certainly  probable  that  she  might.  But  these  points 
must  be  borne  in  mind  in  full  extenuation  of  what  seems  at 
first  sight  a  culpable  neglect  on  the  part  of  the  medical  man 
in  attendance  of  the  only  means  that  could  save  his  patient 
She  was  a  reserved  and  uncomplaining  woman.  She  had 
never  drawn  his  attention  to  anything  peculiar  or  abnormal 
in  her  condition  during  the  term  of  her  pregnancy;  had 
scarcely  indeed  seen  him  ;  nor  did  she,  when  the  fatal  catas- 
trophe took  place,  summon  him  until  late  in  the  course  of 
events.  His  coming  was  delayed.  When  he  did  come  he 
was  puzzled  and  alarmed,  and  by  the  time  my  attendance 
and  support  were  obtained,  the  time  for  operation  was  past 
I  am  the  more  concerned  to  make  this  statement  as  he  is 

since  deceased. 


A  Case  of  Ectopic  Pregnancy.     In  the  private  Hospital  of  Dr. 
Mendes  de  Leon.     By  Dr.  MENDES  DE  Leon  and  Dr. 

Catharine  van  Tusjenbroek. 

Although  ectopic  pregnancy  is  rarely  met  with,  the 
literature  of  the  subject  is  extensive  enough,  and  if  so  little 
light  has  hitherto  been  shed  upon  this  vitally  important 
question,  the  reason  may  be  found  chiefly  in  the  imperfection 
and  incompleteness  of  older  publications.  It  is  only  very 
recently  that  a  general  effort  has  been  made  to  obtain  by 
conscientious  macro-  and  microscopic  investigation — a  clear 
insight  into  the  anatomy  and  pathogenesis  of  this  serious 
anomaly. 

The  following  communication  may  be  considered  as  an 
effort  in  this  direction  : — 
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On  the  28th  of  April,  1890,  a  patient  was  sent  to  the 
hospital  by  Dr.  Hart  (Nieumer  Amstel)  who  gave  the 
following  history  :  Six  children,  the  last  born  six  years  ago, 
and  one  miscarriage  six  months  after  the  last  confinement ; 
afterwards  regular  menstruation  until  about  fifteen  months 
ago,  when  the  patient  supposed  herself  to  be  again  pregnant. 
Amenorrhcea  during  six  months,  the  two  last  of  which  she 
felt  quickening.  The  circumference  of  the  abdomen  had 
considerably  increased.  After  the  sixth  month  movements 
of  the  child  were  no  longer  perceived.  Shortly  afterwards 
floodings  ensued,  which  lasted  four  weeks,  followed  by  a  six 
month's  amenorrhcea ;  then  she  menstruated  regularly  four 
times,  the  last  time  a  few  days  after  admission  to  the  hospital. 
There  was  no  complaint  as  regarded  general  health,  and  the 
patient,  who  was  a  pale,  fragile-looking  woman,  was  only 
uneasy  at  her  confinement  not  taking  place,  besides  being 
incommoded  by  a  swelling  in  the  abdomen,  giving  much 
trouble,  especially  when  she  moved  in  a  recumbent  position. 
A  diagnosis  of  abdominal  pregnancy  had  been  made  based 
upon  the  anamnesis,  of  which  the  data  were  accurately  stated 
by  the  patient  and  corroborated  by  her  medical  attendant, 
and  upon  an  examination,  which  had  been  made  a  few  days 
prior  to  admission.  On  April  the  30th  she  was  shown, 
under  chloroform,  at  the  meeting  of  the  Gynaecological 
Society,  and  the  following  was  ascertained : — By  palpation 
was  found  in  the  abdominal  cavity  a  solid  and  very 
moveable  tumour,  with  nodulous  surface,  which  could  be 
pushed  upwards  to  as  far  as  under  the  costal  arch.  Bimanual 
examination  determined  the  presence  of  two  more  tumours  in 
the  pelvis ;  one,  about  the  size  of  an  orange,  had  the 
appearance  of  the  enlarged  uterus,  displaced  slightly  towards 
the  left,  and  immediately  connected  with  this,  on  the  right 
side,  a  smaller  tumour  was  supposed  to  be  the  right  ovary. 
Opinion  was  generally  in  favour  of  extra-uterine  pregnancy, 
although  most  of  the  members  were  astonished  to  find  the 
largest  tumour,  held  to  be  the  foetus,  so  high  up  in  the 
abdomen,  and  without  any  communication  with  the  internal 
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genital  organs.  Laparotomy  was  indicated  by  general 
consent. 

Operation  the  sixth  of  May.  On  opening  the  peritoneal 
cavity  there  was  a  slight  discharge  of  brownish  red  serum, 
and  a  foetus  appeared,  lying  almost  loose  in  the  abdomen. 
Shoulders  and  part  of  the  occiput  were  attached  by  numerous 
adhesions  to  the  omentum  majus.  No  vestige  of  an 
umbilical  cord. 

After  making  the  necessary  ligatures,  the  foetus  was 
removed  without  much  difficulty  or  any  loss  of  blood.  The 
patient  was  then  brought  into  Frendelenburg's  position 
(elevated  pelvis)  for  examination  of  the  two  pelvic  tumours, 
the  largest  on  the  left  side  which  had  been  first  taken  for  the 
uterus  was  a  round,  non-fluctuating,  solid  tumour,  the  size  of 
an  orange,  lying  on  the  distal  side  of  and  connected  with  the 
left  ovary  as  well  as  with  the  uterus  ;  the  second,  in  the  right 
half  of  the  pelvis  turned  out  to  be  the  uterus,  perfectly  normal 
as  to  size  and  consistency,  but  pushed  towards  the  right  by 
the  neighbouring  tumour.  This  last  was  removed,  after  tying 
off  the  pedicle  and  securing  by  separate  ligatures  a  few  of  its 
open  vessels.  The  wound  was  then  closed.  The  patient 
made  an  excellent  recovery,  and  except  by  a  slight  attack  of 
icterus  of  one  day's  duration  with  increase  of  temperature  to 
39.80  full  three  weeks  after  the  operation,  convalescence 
remained  undisturbed  throughout  On  the  eighth  day 
copious  defecation  was  obtained  by  means  of  a  dose  of  castor 
oil  and  an  injection  of  glycerine.  On  the  twelfth,  the 
abdominal  wound  being  perfectly  healed,  all  sutures  were 
removed. 

Further  examination  of  the  tumours  resulted  in  the 
following  statement : — The  round  tumour,  removed  last,  was 
provided  with  a  smooth  peritoneal  covering  over  the  whole 
surface,  except  on  the  place  where  the  pedicle  had  been 
tied.  This  part  showed,  besides  the  orifices  of  several  large 
vessels,  the  section  of  a  cord  losing  itself  upon  the  tumour, 
and  having  the  appearance  of  the  tied-off  tube.  The 
tumour  was  filled  with  a  dark  red,  spongy  mass,  evidently 
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composed  of  closely  woven  placental  tissue,  enclosed  by  a 
firm  membrane,  a  millimeter  thick.  A  sound  being  intro- 
duced through  the  cut  end  of  the  tube  passed  without 
resistance  into  a  thin-walled  sack,  covering  the  upper  half  of 
the  convex  placenta.  By  minute  examination  a  counter- 
opening  out  of  the  sac,  conducting  to  the  surface  of  the 
tumour,  was  also  brought  to  light,  making  it  evident  that  the 
placenta  had  been  developed  inside  the  tube. 

Microscopic  examination  of  various  parts  of  the  prepared 
specimens,  proved,  first  of  all,  the  tube-end  conducting  to 
the  sac  to  be  of  normal  construction,  but  with  unusual 
development  of  the  folds  of  mucous  membrane — probably 
owing  to  the  vicinity  of  the  plethoric  neoplasma,  nourishing 
with  unusual  force  the  adjoining  normal  tissues.  There  was 
good  muscular  development  of  the  tube-wall,  but  not  much 
stronger  than  is  generally  the  case  in  the  middle  of  the  normal 
tube.  No  inflammatory  corpuscles  nor  any  other  characteristic 
of  inflammation.  The  lumen  was  of  usual  width,  and  on  thin, 
carefully  prepared  sections,  the  epithelium  was  still  ciliated. 
Sections  of  the  placenta  gave  evidence  that  the  foetal  part 
had  been  long  dead.  According  to  Lawson  Tait,  death  of  the 
placenta  in  extra-uterine  pregnancy  is  not  a  necessary  conse- 
quence of  death  of  the  foetus.  On  the  contrary,  there  is  much 
probability  of  the  organ's  continued  development,  giving  rise 
afterwards  to  fatal  haemorrhage.  Probably  in  similar  cases, 
there  is  no  question  about  development  of  real  placentary 
tissue,  but  about  an  anomaly  known  as  placentary  polypus,  a 
degenerative  form  of  placenta,  frequently  observed  after 
incomplete  abortion.  The  placenta  in  question  presented  to 
the  naked  eye,  the  aspects  of  a  compact  sponge,  the  lacunae 
not  filled  with  liquid  blood,  but  with  a  clotted,  greyish  red 
mass  ;  microscopically  it  was  seen  to  have  undergone  the 
alterations  known  in  the  literature  of  the  subject  as  red  and 
white  infarct ;  the  lacunae  filled  with  solid  coagulated  fibrinous 
mass,  the  villi  turned  to  hyaline  degeneration ;  some,  quite 
structureless,  and  only  recognizable  by  their  outline,  so  as  to 
appear  in  the  preparations  as  irregular  haematoxylin  stains. 
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Amongst  the  last,  many  had  a  more  distinctly  coloured 
border,  formed  by  remnants  of  the  nuclei  of  the  degenerated 
chorionic  epithelium.  Similarly  degenerated  villi  were  not 
only  found  in  the  blood  cavities,  but  Haftzotten-villi  also 
penetrating  inwards  through  the  tissue  of  the  tube-wall,  as 
*  Haftzotten  "  of  normal  placenta  attach  themselves  into  the 
decidua  serotina.  According  to  Kiistner,1  the  placenta  in 
tubal  pregnancy  presents  a  very  elementary  construction,  and 
differs  from  the  organ  developed  in  uUro  by  less  intermingling 
of  the  foetal  and  maternal  tissues,  and  by  the  absence  of 
intervillous  blood-spaces.  Referring  to  Klebs  and  Leopold,  he 
ventures  to  present  his  own  scheme  of  placentation  in  tubal 
pregnancy  as  the  original  type  of  placenta  formation  in 
general*  The  presence  of  blood-lacunes  in  our  case  gives 
evidence  that  this  scheme  cannot  in  all  instances  be  held  valid, 
and  so  long  as  the  first  stadium  of  normal  human  placentation 
remain  enveloped  in  obscurity,  it  seems  premature  to  draw 
up  a  scheme  of  abnormal  placenta  formation.  The  supposed 
rudimentary  condition  of  the  tissues  connecting  mother  and 
child  in  tubal  pregnancy  is  difficult  to  reconcile  with  the  fact 
that  a  foetus  can  be  fully  developed  in  the  tube. 

The  latest  researches  concerning  placentation  in  the  lower 
order  of  mammalia  have  brought  to  light  that  in  this  process 
foetal  tissues  play  a  much  more  important  part  than  has 
hitherto  been  suspected — so  much  so,  indeed,  that  the  placenta 
has  been  recognised  to  be  chiefly  a  product  of  the  outer 
epiblast-layer.  Although  in  man  the  same  has  not  yet  been 
established  as  a  certainty,  there  is  every  reason  to  believe  in 
a  similar  course  of  development.  If  this  proves  to  be  so,  it 
will  be  easily  understood  why  the  placenta  may  develop 
sufficiently  to  fulfil  its  functions,  not  only  in  the  tubal  mucous 
membrane,  presenting  numerous  points  of  similarity  with  the 
normal  place  of  attachment,  but  also  in  the  peritoneal  cavity, 
invested  by  a  serous  membrane.  Evidently,  where  the 
placenta  is  principally  formed  by  the  ovum  itself,  the  area  of 
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adhesion  has  but  to  fulfil  one  chief  condition,  namely,  act 
as  conductor  for  the  maternal,  in  exchange  for  the  foetal 
blood. 

In  our  case,  the  tube-wall,  acting  as  place  of  adhesion 
for  the  placenta,  showed  total  want  of  epithelial  investment, 
as  might  be  surmised  from  a  priori  analogical  alterations 
undergone  by  the  uterine  mucous  membrane  after  implan- 
tation of  the  fertilised  ovum.  Above,  over  the  structure, 
the  walls  had  undergone  important  alterations.  The  layer 
of  smooth  muscles  was  clearly  visible  in  the  neighbourhood  of 
the  cut  end  of  the  tube ;  further  off  the  muscular  fibres  were 
much  fewer  and  atrophied  in  appearance,  to  become  ulti- 
mately barely  indicated  by  quill-shaped  cells  with  elongated 
nuclei  for  the  most  part  in  a  state  of  granular  degeneration. 
The  wall  was  chiefly  composed  of  undulated,  fibrous  con- 
nective tissue  and  a  few  blood-vessels.  Here  and  there 
accumulations  of  brown  grains,  most  likely  the  remains  of 
haemorrhage.  The  tubal  wall  was  thinned  in  several  places 
where  the  placenta  had  attached  itself,  particularly  where  the 
"  Haftzotten"  of  the  placenta  fetalis  had  nearly  penetrated  to 
the  outer  periphery  of  the  wall. 

Interesting  types  were  presented  by  microscopic  sections 
of  the  part,  where  the  tube-sac  conducts  to  the  outside.  Cor- 
rugations, looking  like  remains  of  epithelial  folds,  could  be 
seen  by  the  naked  eye  in  the  lumen  of  the  orifice.  They 
were  afterwards,  with  the  help  of  the  microscope,  proved  to 
be  the  fimbriae  of  the  ostia  abdominales  tubae,  much  reduced 
in  size  but  of  normal  construction,  and  sheathed  in  a  well- 
preserved  epithelial  coating. 

The  sketched  tube-wall,  forming  the  upper  covering  of 
the  fcetal  sac,  presented  a  variety  of  types  depending  upon 
whether  the  preparations  had  been  removed  from  the 
neighbourhood  of  the  cut  tube  end,  or  not.  Near  by  the 
folds  of  mucous  membrane  and  the  muscular  layer  were 
distinctly  visible,  although  the  epithelium,  was  friable  and 
evidently  dying  off,  here  and  there  loosening  from  the  wall. 
The  cells  were  irregular  in  shape,  and  the  nuclei  shrivelled. 
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Preparations  from  the  middle  of  the  sac  consisted  chiefly  of 
connective  tissue  with  atrophied  bundles  of  smooth  muscular 
tissue  in  between.  Here  every  vestige  of  mucous  membrane 
folds  had  disappeared,  though  degenerated  epithelium  cells 
were  still  here  and  there  visible. 

The  smooth  membrane  investing  the  foetal  surface  of 
placenta  was  composed  of  dead  fibrous  connective  tissue 
without  characteristic  elements  of  foetal  membranes,  and  was 
evidently  the  chorion's  connective  tissue,  that  in  normal 
cases  similarly  shuts  off  the  placenta  from  the  orisae.  This 
membrane  was  joined  by  thin,  easily  tearable  adhesions  to 
the  upper  wall  of  the  foetal  bag. 

In  Litzmann  and  Werth's  case,1  presenting  with  ours 
numerous  points  of  comparison,  a  perfect  decidua  was 
described.  In  ours  there  was  no  sign  of  a  decidua  reflexa. 
Most  cases  described  in  the  literature  of  the  subject  give 
evidence  that,  as  a  rule,  a  decidua  is  not  formed,  though 
Winckel  and  Frommel*  have,  at  an  early  stage  of  the  pro- 
cess, recognised  a  reflexa. 

The  foetus  itself  proved  to  be  about  six  months  old;  its 
most  striking  peculiarity  was  the  angularity  of  shape,  caused 
by  shrivelling  of  the  soft  parts.  It  was  tough  and  leathery 
to  the  feel,  but  showed  no  traces  of  calcification.  Posture 
presented  an  exaggeration  of  the  normal  flexion;  it  was 
quite  doubled  up  in  front  The  legs  were  flattened  up 
against  the  abdomen,  hiding  the  place  where  the  umbilical 
cord  had  been  attached,  and  preventing  recognition  of  sex. 
The  arms  were  flexed  at  the  elbows,  one  hand  resting 
against  the  skull,  the  other  under  the  crossed  legs.  Singular 
fact  that  this  position,  ascribed  in  most  text-books  to  the 
shape  of  the  pregnant  womb,  should  be  found  in  the 
present  instance  in  a  foetus  that  had  never  been  inside  the 
cavum  uteri. 

The  foetus  was  enveloped  entirely  by  the  amnion-sac,  of 
which  nearly  all  the  fluid  had  been  absorbed.    Only  over 
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the  front  of  the  head  it  bulbed  as  a  bladder  containing 
liquid,  hiding  the  face  from  view.  On  cutting  open  the  sac, 
there  was,  however,  no  face  to  be  seen,  only  the  front  part 
of  the  skull  forming  the  limit  of  the  great  fontanel  The 
flexion  had  evidently  been  so  powerful  as  to  jam  the  face 
down  against  the  trunk,  where  it  lay  hidden  under  the  upper 
extremity. 

Where  the  amnion  had  become  agglutinated  to  the  foetus, 
it  was  impossible  to  tear  it  off.  To  investigate  the  nature  of 
this  union,  microscopical  sections  were  made  through  various 
parts  of  the  foetal  surface.  The  free  amnion  being  first 
examined  it  was  found  that  epithelial  coating  and  other 
characteristics  had  for  the  greater  part  disappeared.  The 
membrane  was  composed  of  fibrous  connective  tissue,  with 
cells  containing  well-coloured  nuclei.  There  were  also  a  few 
blood-vessels,  constituting  an  anomaly,  explained  by  the 
adhesions  joining  the  foetus  to  the  omentum  majus. 

Transverse  sections  being  made  of  the  part  where  dorsal 
skin  and  amnion  had  united,  and  of  the  striped  muscles  lying 
underneath,  many  important  alterations  of  the  tissues  were 
discovered.  It  was,  of  course,  impossible  to  expect  normal 
structure  in  a  body  lying  dead  in  the  abdominal  cavity  for 
a  space  of  nine  months,  and,  therefore,  not  astonishing  to 
find  that,  where  union  had  taken  place  between  foetus  and 
amnion,  there  was  no  vestige  of  epithelium.  The  foetal  epider- 
mis as  well  as  the  cubic  epithelium  of  the  amnion  were  totally 
wanting — whilst  the  connective  tissues  of  the  amnion  and  cutis 
had  grown  together ;  still  a  marked  difference  had  been  re- 
tained in  the  nuclei  by  different  degrees  of  power  to  absorb 
colour.  In  the  amnion  they  were  distinctly  and  sharply 
tinted  whilst  in  a  foetal  body  only  a  faint  hematoxylin  tinge 
could  be  assimilated.  This  only  for  the  cutaneous  and  subcuta- 
neous tissue ;  the  muscular  nuclei  remained  quite  colourless. 
On  the  other  hand,  the  striae  were  presented  as  completely 
as  in  quite  a  fresh  body.  Sweat  glands,  hairs,  and  other 
cuticular  elements  were  not  present.  Fat  cells  neither. 
Sections  removed  from  the  limit,  where  at  the  scalp  amnion 
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and  fetal  epidermis  unite,  exhibit  three  varieties,  namely, 
scalp  coated  by  amnion,  separate  scalp,  and  separate  amnion. 
There  again  the  respective  limits  of  fetus  and  amnion  were 
remarkably  well  defined,  and  fresh  proof  obtained  that  the 
nuclei  of  the  amnion  assimilate  colour,  in  sharp  contrast  to  the 
fetal  tissues,  which  are  quite  proof  against  staining.  The  scalp 
contained  numerous  well-preserved  hairs,  without  root-sheath 
or  hair-sac,  but  lodged  in  lacunae.  Where  union  had  taken 
place  the  hairs  had  pierced  through  the  amnion  tissues. 
In  Werth's  case  the  same  thing  had  happened  with  the  wool- 
hairs  of  a  full-grown  fetus,  and  evidence  even  found  that 
these  had  migrated  from  their  native  place,  and,  at  some 
distance  from  the  fetus,  had  gone  astray  in  the  fetal  mem- 
branes. This  locomotion  he  explains  by  the  presence  of  the 
giant-cells  which  were  found  close  to  the  hairs. 

Giant-cells  were  similarly  present  in  our  preparations, 
often  two  or  three  in  the  lacunae  lodging  the  hairs.  Cross- 
section  of  hairs,  as  well  as  hairs  lying  lengthwise,  are  seen  to 
be  enveloped  in  a  sort  of  protoplasmic  coating.  Whenever  a 
hair  could  be  followed  to  any  extent  in  the  amnion  tissue, 
this  peculiarity  was  never  wanting.  Whether  these  cells  had 
anything  to  do  with  the  migration  of  the  hairs  could  not  be 
discovered  by  the  help  of  our  coupes.  It  cannot  be  even 
asserted  that  loosening  of  the  papilla,  and  movement  towards 
the  fetal  membranes  had  really  taken  place.  Outside  the 
zone,  where  amnion  and  fetus  cling  together,  no  hairs  were 
found  in  the  amnion,  and  when  met  within  its  limits,  the 
bulb  may  possibly  have  remained  connected  with  the  original 

soil. 

To  conclude  by  classifying  the  case  of  ectopic  gestation 
just  described,  there  can  be  no  hesitation  in  recognising  the 
secondary  intra-peritoneal  pregnancy,  originating  in  primary 
tubal  pregnancy.  As  to  the  cause  which  detained  the 
ovula  on  its  way  to  the  uterus,  and  caused  it  to  develop  in  the 
oviduct,  we  can  only  conjecture.  Anomalies  of  development 
or  old  inflammatory  processes  generally  bear  the  blame.  In 
our  case   nothing  of  the  kind  could  be  detected,  and  no 


Mendes  de  Leon  on  Ectopic  Gestation.       383 

indication  whatever  found  in  the  pelvis  pointing  to  earlier 
suffering  from  peritonitis  or  salpingitis.  The  only  important 
feature  in  the  history  with  reference  to  the  extra-uterine 
gestation  is  the  four  years'  period  of  relative  sterility,  after  the 
birth  of  six  children  in  quick  succession,  and  the  subsequent 
miscarriage.  Lawson  Tait,  and  Parry  before  him,  have  re- 
marked with  emphasis  upon  this  relative  sterility,  to  which 
both  attach  great  diagnostic  worth. 

Nor  could  any  anatomical  cause  be  assigned  for  the 
abnormal  process.  The  bit  of  tube  removed  with  the  placenta 
admitted  the  sound  into  the  ovisac  without  obstacle,  whilst 
polypous  growths,  assigned  by  Leopold  as  the  cause  of  many 
cases  of  tubal  gestation,  were  also  wanting  in  the  present 
instance.  With  the  help  of  the  microscope  the  muscular 
system  was  proved  normal,  and  the  ciliated  epithelium  intact, 
whilst  no  trace  was  found  of  infiltration  or  other  characteristics 
of  inflammation.  It  may,  therefore,  be  conjectured  that  a 
mere  accident,  such  as  slight  swelling  of  the  mucous  membrane, 
or  delay  in  the  movement  of  the  cilia,  may  have  caused  one 
of  the  most  dreaded  anomalies  known  in  gynaecological  or 
obstetrical  practice. 

It  is  worthy  of  note  to  what  a  comparatively  small  extent 
the  patient  had  been  inconvenienced  by  the  dangerous  burden 
she  had  been  carrying  for  fifteen  months. 

A  particular  feature  of  interest  in  the  history  is  afforded 
by  there  having  been  no  indications  of  rupture — the  great 
catastrophe,  either  entailing  disease  or  ending  in  fatal 
haemorrhage. 

The  absence  of  above  phenomena  induces  the  consideration 
whether  it  can  be  likely  that  the  foetus  had  been  expelled  by 
the  ostium  abdominale  tubae  into  the  abdominal  cavity,  in 
consequence  of  contractions  of  the  tubal  muscles,  whilst  the 
placenta  remained  in  situ,  and  the  umbilical  cord,  half  in  and 
half  outside  the  tube,  continued  in  the  beginning  its  normal 
functions.  This  is  not  impossible.  Werth,  in  very  early 
stages  of  tubal  gestation,  has  been  able  to  diagnose  a  similar 
process.    In  our  case  (differing  in  this  respect  from  Werth- 
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Litzmann's)  the  ostium  abdominale  tubs,  not  being  separated 
by  a  decidua  reflexa  from  the  peritoneal  cavity,  no  impedi- 
ments existed  to  the  passage  of  the  foetus,  and  the  possibility 
must  therefore  be  taken  into  account,  although  such  an 
expulsion  could  only  have  taken  place  at  a  very  early  period 
of  gestation,  and  would  have  been  accompanied  by  more  or 
less  important  haemorrhage. 

More  likely  is  the  other  hypothesis,  that  rupture  of  the 
foetal  sac  had  taken  place,  without  laceration  of  important 
vessels.  It  is  true  that  most  gynaecologists  consider  rupture 
of  a  tubal  pregnancy,  without  heavy  disturbance  of  the  pa- 
tient's health,  impossible,  but  who  can  say  how  often  a  case 
passes  unnoticed  precisely  on  account  of  the  apparent 
insignificance  of  the  symptoms.  Many  a  retro-uterine  (Hema- 
tocele, for  which  no  other  cause  can  be  found  besides  extra- 
uterine pregnancy,  has  come  under  medical  observation 
without  any  of  the  violent  symptoms  indicating  internal 
haemorrhage,  which  are  required  by  most  authorities  for  a 
diagnosis  of  rupture. 

Lawson  Tait1  sets  forth  that  primary  rupture  in  the 
abdominal  cavity  must,  of  a  necessity,  terminate  fatally,  if 
left  alone,  generally  by  haemorrhage,  and  less  frequently  by 
suppuration  and  peritonitis.  He  traces  all  lithopaedia  and 
cured  cases  of  retro-uterine  haematocele  to  secondary  rupture 
in  the  abdominal  cavity  taking  place  after  primary  rupture 
had  dislocated  the  foetus  into  the  folds  of  the  broad  ligament 
The  theory  is  not  applicable  to  our  case,  the  placenta  having 
remained  well  inside  the  tube,  and  the  broad  ligament  folds 
left  undisturbed. 

Kustner  makes  a  distinction  between  two  forms  of 
pregnancy  in  the  middle  of  the  Fallopian  tube,  the  intra- 
ligamentary  between  the  folds  of  the  broad  ligament,  and 
the  pedicled,  which  develop  chiefly  in  the  direction  of  the 
peritoneal  cavity,  in  which  last  category  our  case  must  un- 
doubtedly be  catalogued.  According  to  Kustner,  there  is 
■        ■       ^— ■— —  1  ■     ■   ■  1  ■  ^— ^ ^— ^^  ■  »    ■ 
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no  reason  why  in  the  intra-ligamentary  form  the  tube  need 
burst.  On  the  contrary  it  generally  shows  resisting  power, 
and  furnishes  the  greatest  contingent  to  extra-uterine  gesta- 
tion developing  to  full  term.  So  far  Kiistner's  opinion  is 
opposed  to  Lawson  Tait's  above  quoted,  stating  rupture  of 
the  tube  to  be  an  inevitable  condition  of  intra-ligamentary 
pregnancy.  On  the  main  point,  however,  bearing  upon  the 
full  development  of  the  foetus  in  these  conditions,  both  agree. 

To  return  to  our  case ;  supposing  rupture  to  have  taken 
place,  though  it  must  have  occurred  after  the  amnion  had 
closed — that  is,  according  to  Ibis,  after  the  beginning  of  the 
third  week — it  cannot  have  been  but  in  an  early  stage  of 
gestation.  This  is  proved,  firstly,  by  the  exiquity  of  the 
foetal  sac  leaving  no  room  for  a  tolerably  well-developed 
foetus ;  secondly,  by  the  spherical  form  of  the  placenta,  show- 
ing it  to  have  received  no  impression  from  the  foetus — two 
circumstances  which  can  partly  be  accounted  for  by  growth 
of  the  placenta  after  rupture ;  and  thirdly,  by  the  fact  of  the 
foetal  sac  being  entirely  closed.  The  latter  fact  is  only 
intelligible  when  the  foetus  slipped  out  through  a  small  rent 
in  the  upper  wall  of  the  sac  before  distension  had  caused  it 
to  be  atrophied.  Such  a  rent  could  heal  without  a  scar,  and 
fail  to  produce  clinical  symptoms. 

By  whichever  of  the  two  processes  under  discussion — either 
rupture  or  expulsion  by  the  ostium  abdominale — the  foetus 
had  been  dislodged  from  the  tube,  it  is  certain  that  it  came 
into  the  abdominal  cavity  in  an  early  stage  of  gestation,  en- 
closed in  the  amnion  sac  and  living. 

According  to  Tait1  a  young  foetus  could  never  resist  the 
digestive  powers  of  the  peritoneum.  Leopold,2  in  his  experi- 
mental investigations,  arrives  at  the  same  conclusion.  The 
only  exception  to  this  rule  is  when  the  foetus  is  enclosed  in 
its  membranes,  which  form  an  effectual  barrier  against  the 
invasion  of  the  dissolving  leucocytes. 

In  our  case  it  must  be  concluded  that  the  amnion  has 
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officiated  as  a  shield  to  the  foetus,  enabling  it  from  the  first 
to  continue  growing  in  its  abnormal  situation.     Why  this 
development  should  have  been  suddenly  stopped  by  death 
about  the  sixth  month  must  remain  an  open  question.    It 
might  be  possible  that  about  this  time  the  placenta  became 
powerless  to  satisfy  the  increasing  foetal  requirements,  or  that 
torsion  of  the  umbilical  cord  had  obstructed  circulation ;  whilst 
immediate  contact  with  the  intestines  may  also  at  last  have 
exercised  an  unfavourable  influence  on  the  vital  energy.    At 
any  rate  death  supervened  without  revealing  itself  to  the 
clinical  observation  by  expulsion  of  an  uterine  decidua.    The 
death  of  the  foetus  most  probably  caused  absorption  of  the 
liquor  amnii  and  agglutination  of  the  foetal  epidermis  with  the 
amnion.     It  must  be  admitted  that  agglutination  may  also 
have  taken  place  intra  vitam,  but  not  before  the  stage  of 
complete  foetal  formation,  or  else  the  amniotic  bands  would 
have  impeded  growth  and  most  likely  originated  a  monstrosity. 
The  total  absorption  of  the  umbilical  cord  is  also  worthy 
of  note.    In  the  foetus,  as  already  observed,  the  point  of  attach- 
ment was  totally  hidden  under  the  turned-up  lower  extremities, 
neither  could  any  remains  of  the  cord  be  found  on  the  pla- 
centa.   The  tough  and  leathery  condition  of  the  foetal  soft 
parts  can  be  best  described  as  mummification ;   had  it  been 
left  in  the  abdominal  cavity  it  would  have  most  likely  become 
a  lithopaedion,  although,  so  far,  calcification  had  not  begun. 
After  exhaustive  investigation  of  the  subject,  Kuchen- 
meister  has  divided  into  three  categories  those  products  of 
pregnancy  that  are  incorrectly  denominated  under  the  general 
term  lithopaedion.    Firstly,  the  lithokelyphos,  where  the  foetal 
coverings  alone  are  calcified ;  secondly,  the  lithokelyphopae- 
dion,  where  not  only  the  foetal  membranes,  but  also  the  outer 
layers  of  the  foetal  body  have  undergone  petrifaction ;  and 
lastly,  the  real   lithopaedion,  which  can  only  result  from  a 
foetus  lying  quite  free  in  the  abdominal  cavity. 

In  our  case,  it  can  be  presumed,  a  lithokelypaehopdion 
would  have  been  formed,  resulting  from  the  very  close  con- 
nexion with  the  amnion. 
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Dr.  Fancourt  Barnes  congratulated  Dr.  Leith  Napier 
upon  having  arrived  at  a  correct  diagnosis  prior  to  operation 
in  a  very  difficult  case.  He  also  congratulated  him  upon  the 
result  of  the  operation,  for  it  did  not  fall  to  everyone  to  achieve 
such  a  successful  intervention  under  such  unfavourable  cir- 
cumstances. One  point,  however,  in  his  favour  was  the  fact 
that  the  placenta  had  practically  dried  up,  and  there  was  con- 
sequently no  risk  of  haemorrhage.  The  first  danger  in  these 
cases  was  the  haemorrhage  from  the  placental  site.  He  re- 
marked upon  the  extremely  foul  nature  of  the  pus,  the  odour 
of  which  was  almost  overpowering.  In  dealing  with  a  cyst 
of  this  kind  it  was  obviously  indicated  to  stitch  its  walls  to 
the  edges  of  the  abdominal  wound.  In  this  case  the  walls  of 
the  cyst  were  so  rotten,  that  he  did  not  believe  the  stitches 
would  hold.  Nevertheless  Dr.  Napier  had  elected  to  put  them 
in,  and  as  a  matter  of  fact  they  did  hold — a  point  he  thought 
was  worthy  of  remark  for  guidance  in  similar*  cases  in  future. 
He  had  seen  the  patient  that  very  afternoon,  and  she  was 
practically  convalescent.  There  was  just  a  small  opening 
through  which  a  little  faecal  matter  escaped.  Of  course  there 
was  still  some  remains  of  a  faecal  fistula,  but  that  was  in  exis- 
tence before  the  operation.  The  amount  of  faecal  matter 
escaping  was,  however,  decreasing. 

Dr.  Mansell  Moullin  was  convinced  that  these  cases 
were  not  so  infrequent  as  was  generally  supposed.  That 
very  afternoon  he  had  assisted  Dr.  Oliver  in  removing  a 
foetus  under  similar  circumstances,  only  that  there  was  no 
faecal  fistula  and  no  septicaemia.  Last  year  they  had  two 
or  three  of  these  cases  in  the  same  hospital,  one  under  Mr. 
Reeves  and  one  under  Dr.  Carter.  These  cases  were  there- 
fore by  no  means  uncommon;  sometimes  they  were  diag- 
nosed, sometimes  not  That  did  not  matter  greatly  because 
they  were  usually  cases  in  which,  whatever  the  nature  of  the 
tumour,  it  was  recognised  as  one  calling  for  an  exploratory 
incision.  So  common  were  they  that  they  fully  bore  out 
the  contention  of  Mr.  Lawson  Tait,  viz.,  that  if  the  period 
of  rupture  was  passed,  say  about  the  fourth  month,  the 
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danger  to  the  patient  was  not  increased  by  allowing  the 
foetus  to  go  on  to  full  time,  so  as  to  save  both  the  mother 
and  child.  He  was  convinced  it  was  the  proper  course  to 
adopt,  not  so  much  for  the  purpose  of  saving  the  child — for 
that  was  of  small  moment — but  in  order  to  allow  the  foetus 
to  die  and  the  placental  circulation  to  cease,  upon  which 
the  operation  became  perfectly  easy  and  safe.  All  the  opera- 
tions of  the  kind  he  had  seen  had  terminated  favourably. 
He  asked  Dr.  Napier  whether  he  had  removed  the  sac  or 
not ;  he  himself  was  convinced  that  it  was  best  removed,  and 
not  to  stitch  it  to  the  abdominal  wall.  If  the  use  of  the 
drainage  tube  and  the  stitching  to  the  abdominal  wall  could 
be  avoided,  convalescence  was  much  accelerated. 

Dr.  Inglis  Parsons  observed  that  Dr.  Moullin  had  over- 
looked  the  fact  that  the  sac  was  stinking  in  this  case.  [Dr. 
MOULLIN :  Another  reason  for  removing  it]  Moreover  if 
the  sac  had  been  removed  the  faecal  matter  which  escaped  into 
the  sac  would  probably  have  found  its  way  into  the  peritoneal 
cavity  unless  the  rent  could  have  been  found  and  stitched  up 
— a  very  difficult  thing  to  do.  With  regard  to  the  temperature 
in  these  cases,  he  observed  that  every  case  of  extra- uterine 
pregnancy  which  he  had  seen  in  which  the  temperature  was 
high,  had  done  well.  He  thought  the  high  temperature 
meant  the  formation  of  adhesions  and  the  shutting  off  of  the 
sac  from  the  adjacent  peritoneum.  He  asked  whether  Dr. 
Napier  wished  them  to  accept  that  the  patient  had  septi- 
caemia. This  he  himself  hardly  thought  was  the  case ;  the 
temperature  was  not  that  of  septicaemia,  and  if  this  had 
occurred  he  doubted  whether  the  patient  would  have  made 
the  good  recovery  she  did.  He  believed  the  course  of  events 
to  be  as  follows :  a  communication  took  place  with  the  rec- 
tum, then  there  was  decomposition  with  local  peritonitis 
round  the  sac,  resulting  in  adhesions  which  shut  off  the  sac 
from  the  general  peritoneal  cavity.  The  same  thing  occurred 
round  abcesses  in  other  parts  of  the  body.  As  a  rule,  if  septi- 
caemia supervened,  the  shock  of  an  operation  like  this  almost 
certainly  killed  the  patient    In  most  cases,  so  far  from  a 
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high  temperature  being  a  contra-indication,  it  rather  aided 
the  surgeon.  In  the  majority  of  cases— at  least  so  far  as  the 
Chelsea  hospital  was  concerned — the  fatalities  had  occurred 
in  patients  without  any  previous  history  of  peritonitis,  and 
in  these  that  membrane  seemed  more  capable  of  absorbing 
septic  material. 

Dr.  Lycett  said  that  since  surgery  had  been  brought  to 
the  aid  of  women  suffering  from  this  serious  accident,  they 
had  some  little  insight  into  the  frequency  with  which  it  oc- 
curred, though  they  were  still  a  long  way  from  knowing  the 
relative  frequency  as  compared  with  normal  gestation.  It 
was  a  condition  about  which  formerly  they  heard  very  little, 
and  even  at  present  it  would  not  be  until  surgery  was  more 
extended,  not  only  in  the  hands  of  specialists,  but  also  in  the 
hands  of  the  general  practitioners  throughout  the  country, 
that  they  would  be  enabled  to  form  an  idea  of  its  absolute 
frequency.  As  a  matter  of  fact  he  believed  it  to  be  far  more 
frequent  than  any  returns  at  present  available  would  lead  one 
to  suppose.  In  the  early  part  of  his  professional  life  he 
could  call  to  mind  many  cases  of  death  after  short  illness, 
which,  in  the  light  of  more  recent  knowledge,  he  could  only 
attribute  to  this  unfortunate  cause.  He  had  only  one  case 
of  so-called  abdominal  gestation,  but  this  was  instructive 
because  he  had  been  able  to  watch  it  from  the  commence- 
ment. The  patient  was  a  mother  of  a  family  whose  last 
pregnancy  was  fifteen  years  ago.  He  saw  her  when  the 
ectopic  gestation  had  attained  about  the  third  month,  and 
partly  from  the  history,  partly  from  physical  examination,  he 
came  to  the  conclusion  that  it  was  a  case  of  tubal  gestation. 
He  advised  immediate  operation,  but  this  was  declined,  and 
he  heard  nothing  more  of  the  patient  for  six  months,  when  he 
was  called  to  her  as  being  in  labour.  He  had  no  difficulty  in 
convincing  himself  of  the  accuracy  of  his  first  impression ; 
this  time  his  advice  as  to  an  operation  was  listened  to,  and 
she  was  removed  to  the  local  hospital  for  women.  There  the 
abdomen  was  opened  and  the  child,  which  was  mature  and 
free  in  the  abdominal  cavity,  was  removed  without  difficulty. 
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The  funis  was  left  attached  to  the  abdominal  wound,  and 
they  hoped  no  septic  trouble  would  occur.  About  the  fourth 
day,  however,  the  temperature  began  to  rise,  and  the  case 
promised  to  be  very  serious.  On  the  tenth  day,  therefore,  the 
wound  was  opened  and  the  placenta  removed.  It  was  very 
large,  and  the  haemorrhage  to  which  its  removal  gave  rise  was 
appalling ;  nevertheless  this  was  arrested,  the  woman  rallied, 
and  ultimately  made  a  good  recovery.  The  child  was  weak 
from  birth  and  was  deformed,  as  is  commonly  the  case  in 
extra-uterine  infants.    It  lived  about  five  months. 

Dr.  Heywood  Smith  thought  objection  ought  to  be 
taken  to  Dr.  Moullin's  remarks  on  principle.  Some  time  ago 
he  himself  had  divided  the  times  at  which  operation  was 
proposed  into  the  pre-rupture  stage,  the  rupture  stage,  and 
the  paulo-post-rupture  stage  in  which  they  had  time  to  choose 
the  moment  for  operating.  Dr.  Moullin  now  proposed  to 
make  three  divisions  of  this  last  stage — first,  in  cases  a  month 
or  two  after  the  rupture,  when  the  foetus  would  develop  in  the 
abdomen ;  secondly,  when  the  foetus  was  viable  at  term  or 
thereabouts ;  and,  lastly,  allowing  the  foetus  to  die,  and  then 
to  operate.  Granting  that  the  woman  had  survived  the  rup- 
ture stage,  it  seemed  to  be  their  duty,  if  the  presence  of  the 
tumour  gave  rise  to  no  urgent  symptoms,  to  wait  and  give 
the  child  a  chance  at  term.  The  whole  question  turned  upon 
the  haemorrhage  from  the  placental  attachment,  and  another 
difficulty  arose  from  the  fact  that  they  did  not  know  for 
certain  whether  they  would  find  a  sac,  nor  whether  the 
placenta  would  be  situated  in  the  sac.  Nevertheless,  as  ex- 
perience was  in  favour  of  leaving  the  placenta  in  in  these  cases, 
it  was  possible  by  careful  operating  to  carry  it  to  a  successful 
termination  ;  therefore  they  ought  not  to  throw  away  the  life 
of  the  child  unless  the  symptoms  were  of  sufficient  gravity  to 
menace  the  life  of  the  mother.  He  asked  Dr.  Lycett  to  tell 
them  exactly  where  the  placenta  was,  and  how  they  had 
succeeded  in  arresting  the  haemorrhage. 

Dr.  Bedford  Fenwick  thought  the  matter  was  one  upon 
which  the  Society  might  very  properly  express  an  opinion,  as 
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to  whether,  if  rupture  had  occurred  and  the  patient  had 
rallied,  she  should  be  left  unaided  to  face  the  probability  of 
another  rupture  later  on.  He  naturally  felt  much  diffidence 
in  traversing  expressions  of  opinion  by  Mr.  Tait,  but  it  was, 
he  ventured  to  maintain,  contrary  to  the  ordinary  principles 
of  surgery  to  allow  pregnancy  to  continue  when  rupture  of 
the  sac  containing  the  foetus  had  once  occurred.  He  would 
venture  to  go  even  further  and  express  his  own  firm  convic- 
tion that  it  would  be  better  surgery  to  operate  at  once  if 
extra  uterine  fetation  was  diagnosed,  even  if  no  rupture  had 
taken  place,  although  of  course  it  was  very  rare  for  the  con- 
dition to  be  detected  until  dangerous  symptoms  led  to  medical 
aid  being  summoned.  If  a  patient  had  a  popliteal  aneurism, 
he  took  it  for  granted  that  no  surgeon  would  adopt  an  ex- 
pectant line  of  treatment,  and  the  two  cases  he  considered 
were  analogous.  He  ventured  to  say  that  the  life  of  the 
foetus  was  not  to  be  considered  for  a  moment  as  having 
any  practical  bearing  on  the  question.  Once  rupture  had 
occurred,  he  thought  it  was  the  bounden  duty  of  the  medical 
attendant  to  intervene  so  soon  as  the  patient  had  rallied  and 
was  fit  to  undergo  the  operation. 

On  the  motion  of  Dr.  Bantock  the  discussion  was  ad- 
journed to  the  next  meeting,  to  take  precedence  of  other 
business. 

The  Society  then  adjourned 
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REVIEWS. 

Spasmodic  Wry-tuck  and  otlur  Spasmodic  Movements  of  tlu 
Head,  Face  and  Neck.  By  NOBLE  SMITH,  Surgeon  to 
All  Saints  Children's  Hospital  Demy  8vo.  London: 
Smith  Elder  and  Co. 

This  monograph  is  stated  to  be  written  with  the  following 
objects  : — 

i.  To  show  that  neither  drugs,  local  applications,  nor  other 
general  methods  are  of  any  permanent  use  in  the  treatment  of 
well-established  spasmodic  wry-neck. 

2.  That  electricity  has  failed  except  in  some  recent  cases. 

3.  That  nerve  stretching  cannot  be  depended  upon  as  a 
certain  remedy. 

4.  That  ablation  of  a  piece  of  the  spinal  accessory  nerve  is 
absolutely  certain  to  remove  all  spasm  from  the  muscles 
supplied  by  that  nerve,  and  is  very  likely  to  remove  spasms 
set  up  in  other  muscles. 

5.  That  when  other  muscles  remain  affected,  the  spasms 
may  be  removed  by  section  of  the  nerves  supplying  those 
muscles. 

6.  That  the  operations  of  section  of  the  spinal  accessory 
nerve,  and  of  the  posterior  roots  of  the  cervical  nerves,  are  not 
followed  by  serious  inconvenience  to  the  patient  from  paralysis 
of  the  muscles. 

7.  That  it  seems  probable  that  other  convulsive  movements 
of  the  head,  similar  to  those  described  in  Case  2  of  the  author, 
may  be  remedied  by  section  of  nerves. 

A  general  summary  of  recorded  cases  is  given  in  support 
of  these  statements,  and  the  author  describes  two  cases  which 
he  has  treated  successfully.  In  one  the  spasms  had  existed 
sixteen  years,  and  in  the  other  six  years. 
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Annual  of  the  Universal  Medical  Sciences.  A  Yearly  Report 
of  the  Progress  of  the  General  Sanitary  Sciences  through- 
out the  World.  Edited  by  CHARLES  E.  Sajous,  M.D., 
and  seventy  associate  Editors,  assisted  by  over  200  Cor- 
responding Editors,  Collaborators  and  Correspondents. 
Illustrated  with  Chromo-Lithograplisy  Engravings  and 
Maps.  In  Five  Volumes,  1891.  F.  A.  Davis,  Publisher, 
Philadelphia,  New  York,  Chicago,  Atlanta  and  London. 
Agencies:  Sydney,  N.S.W.,  Cape  Town,  South  Africa. 

"The  Annual  of  the  Universal  Medical  Sciences"  has 
appeared  for  the  current  year.  When  we.  see  a  work  of  five 
volumes,  encyclopaedic  in  its  size,  and  in  the  matter  it  con- 
tains, leave  the  hands  of  its  Editor  and  associate  Editors  year 
by  year,  with  the  punctuality  of  a  daily  journal,  we  cannot 
refrain  from  expressing  our  admiration  of  the  enterprise  and 
scientific  zeal  of  those  who  are  responsible  for  the  work.  The 
work,  as  usual,  gives  a  complete  summary,  and  at  the  same 
time  a  bibliography  combined,  in  a  most  ingenious  manner, 
which  enables  the  reader,  while  perusing  a  summary  of  a 
paper  or  case,  to  see  at  a  glance  its  source  and  date  of  pub- 
lication. As  usual,  the  department  of  the  Annual  which 
deals  with  diseases  of  women  and  midwifery  provides  the 
reader  with  a  complete  and  carefully  elaborated  retrospect  of 
the  work  of  the  past  year.  It  is  unnecessary  to  make  any 
excerpts  from  the  book.  Those  who  wish  for  a  complete 
account  of  the  work  done  throughout  the  world  in  this  or  any 
other  department  of  medicine  or  surgery,  will  provide  them- 
selves with  a  copy  of  the  Annual. 

Burdetts  Hospital  Annual  and  Yearbook  of  Philanthropy \ 
1891-1892.  Containing  a  Review  of  the  Position  and 
Requirements  of  the  Voluntary  Charities,  and  an  Ex- 
haustive Record  of  Hospital  Work  for  the  Year.  It  will 
also  be  found  to  be  the  most  useful  and  reliable  guide  to 
British  and  Colonial  Hospitals,  Dispensaries,  Nursing 
and  Convalescent  Institutions  and  Asylums.    Edited  by 
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Henry  C.  Burdett,  author  of  "  Hospitals  and  Asylums 
of  the  World,"  "  Hospitals  and  the  State,"  "Pay  Hospitals 
of  the  World,"  "  Cottage  Hospitals  :  General,  Fever,  and 
Convalescent,  with  fifty  beds  and  under ;  their  organisa- 
tion, management  and  work ; "  w  The  Relative  Mortality 
of  large  and  small  Hospitals."  London :  The  Hospital 
(Limited),  140,  Strand,  W.C.  (all  rights  reserved). 

This  is  an  extremely  useful  work  for  any  one  who  is  con- 
nected in  any  way  with  one  or  more  hospitals.  It  gives  a 
complete  list  of  all  the  hospitals  in  Great  Britain  and  Ireland, 
together  with  the  names  of  the  medical  staff.  The  incomes, 
expenditure,  the  number  of  the  beds,  and  many  other  essen- 
tial items  of  information  are  set  forth.  The  book  is  evidently 
the  result  of  much  labour,  and  we  must  congratulate  Mr.  Henry 
C.  Burdett  upon  the  result  of  his  work.  We  can  thoroughly 
recommend  the  Hospital  Annual  as  a  handy  and  valuable 
guide  to  all  the  Hospitals  and  Dispensaries. 
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A  Case  of  Hydatid  Tumours  of  the  Omentum,  complicated  by 
Pregnancy  with  Placenta  Pravia.  By  FANCOURT 
Barnes,  M.D.,  Physician  to  the  Chelsea  Hospital  for 
Women ;  Senior  Physician  to  the  Royal  Maternity 
Charity  and  British  Lying-in  Hospital. 

On  the  26th  October,  Mrs.  R — ,  aet  twenty-five,  came  to 
consult  me.  She  had  been  married  just  over  four  weeks,  and 
had  been  suffering  from  attacks  of  faintness  and  giddiness, 
which  led  her  to  suppose  she  was  pregnant.  On  examination, 
however,  I  found  this  not  to  be  the  case.  On  the  16th  No- 
vember I  saw  her  again  in  consultation  with  Dr.  J.  Blackstone. 
I  then  discovered  what  I  had  overlooked  at  the  previous 
examination — a  large,  freely  movable  tumour  behind  the 
umbilicus  and  above  the  pelvis.  The  uterus  did  not  appear 
to  be  enlarged.  After  careful  examination,  Dr.  Blackstone 
and  I  arrived  at  the  conclusion  that  the  tumour  was  an  ovarian 
cyst  with  an  unusually  long  pedicle.  This  opinion  was  con- 
firmed by  the  fact  that  Dr.  Blackstone  had  some  years 
previously  met  a  well-known  obstetrician  who  had  diagnosed 
the  existence  of  an  ovarian  cyst.  The  condition  of  the  patient 
had  for  some  time  past  been  steadily  getting  worse ;  she  was 
subject  to  frequent  attacks  of  nausea,  vomiting,  fainting  fits, 
and  giddiness,  and  she  had  become  extremely  weak  and 
anaemic.  In  view  of  the  above  facts,  it  was  decided  to 
perform  an  abdominal  section.  On  November  20th,  1890, 
with  the  assistance  of  Dr.  Fenton  and  Dr.  Blackstone,  I  pro- 
ceeded to  open  the  abdomen.  On  entering  the  peritoneum 
I  came  upon  a  large  cyst  with  extremely  vascular  walls  ad- 
herent to  and  growing  from  the  omentum.    On  passing  a 
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trocar  into  the  cyst  only  a  very  small  quantity  of  clear  fluid 
escaped.  I  therefore  removed  the  trocar  and  enlarged  the 
opening  into  the  cyst  with  a  scalpel,  when  a  large  quantity  of 
hydatids  poured  out.  Having  emptied  it  of  its  contents,  I 
separated  it  from  its  adhesions  to  the  intestines  and  omentum, 
tied  the  various  vascular  portions  of  omentum,  and  removed 
the  cyst.  On  further  exploring  the  abdominal  cavity  I  came 
across  a  second  cyst  of  about  the  size  of  a  foetal  head.  This 
cyst  was  harder  to  the  touch,  and  gave  the  impression  of  a 
fibroid,  the  walls  being  very  thickened  and  fibrous.  This 
tumour  was  adherent  to  the  intestines  and  brim  of  the  pelvis. 
Having  separated  and  removed  it,  I  found  it  to  be,  on  cutting 
through  the  cyst  wall,  a  second  hydatid  cyst,  but  evidently  of 
old  standing,  as  its  contents  were  partially  suppurating.  It 
then  became  clear  to  me  that  this  was  the  tumour  which  had 
been  diagnosed  some  years  before  as  an  ovarian  cyst  On 
passing  my  hand  into  the  pelvis,  I  found  three  other  cysts 
adherent  to  the  intestines  and  pelvic  wall,  all  of  about  the  size 
of  tangerine  oranges.  Having  separated  and  removed  these 
I  completed  the  peritoneal  toilet,  and  closed  the  abdominal 
wound.  The  patient  made  an  excellent  recovery,  and  went 
on  fairly  well  until  March  6th,  1891,  when  I  saw  her  in  con- 
sultation with  Dr.  Blackstone,  who  informed  mc  that  she  had 
been  losing  more  or  less  blood  for  some  weeks  past.  On 
examination  by  the  vagina,  I  found  the  uterus  enlarged  to 
about  the  size  of  a  five  months'  gestation,  and  on  placing  my 
finger  through  the  os  I  found  it  was  covered  with  the  placenta. 
It  was  evident  that  a  miscarriage  was  commencing.  At  nine 
o'clock  in  the  evening,  the  os  uteri  being  fairly  well  dilated, 
I  passed  my  hand  through  the  placenta  so  as  to  make  a 
passage  for  the  child.  At  five  a.m.  next  morning  Dr.  Black- 
stone  delivered  her  of  a  four  and  a  half  months'  foetus.  As 
the  placenta  was  adherent,  and  the  patient  was  in  an  ex- 
tremely prostrate  condition  from  prolonged  loss  of  blood,  Dr. 
Blackstone  did  not  remove  the  whole  of  the  placenta.  This 
was  done  a  few  hours  later.    At  the  end  of  a  few  weeks  Mrs. 

r had  completely  recovered,  and  is  now  in  possession  of 

her  usual  health. 
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During  the  course  of  my  experience  in  abdominal  sur- 
gery I  have  never  met  large  cysts,  with  firm  walls  con- 
taining hydatids  before.  As  I  have  already  remarked, 
the  largest  of  the  five  cysts  was  of  the  size  of  a  football. 
I  have  not  met  any  gynaecological  surgeon  who  has  seen 
a  similar  case.  I  mentioned  the  case  to  my  father-in-law, 
Dr.  Samuel  Wilks,  knowing  that  he  had,  during  a  long 
course  of  years,  made  a  very  large  number  of  post-mortem 
examinations  at  Guy's  Hospital.  He  was  good  enough  to 
write  me  as  follows :  "  I  have  been  very  much  interested  in 
your  case  of  abdominal  hydatids.  The  disease  is  by  no  means 
frequent,  I  having  seen  only  a  few  examples  of  it.  In  these, 
if  I  remember  rightly,  there  were  not  only  several  hydatid 
cysts  in  the  cavity  of  the  abdomen,  but  also  in  the  liver,  and 
this,  I  believe,  is  the  usual  experience;  if  they  originate  in  the 
peritoneum  they  begin  probably  in  the  omentum  ;  they  may 
grow  to  a  large  size  and  form  adhesions  with  the  intestines 
and  other  organs.  The  best  account  which  I  know  of  happens 
to  be  the  oldest,  and  is  to  be  found  in  vol.  ii.  of  the  Guy's 
Hospital  Reports  for  1837.  This  has  been  reprinted  by  the 
Sydenham  Society,  with  other  papers,  in  a  small  volume  en- 
titled, '  Bright  on  Abdominal  Tumours.'  He  gives  several 
cases :  one  was  that  of  a  woman  where  the  hydatid  cysts 
reached  a  great  size  and  the  walls  had  become  very  thick  and 
hard.  It  is  a  point  of  great  interest  that  in  this  paper  there  is 
the  first  notice  of  the  young  echinoccocci  or  heads  growing  on 
the  cyst  wall.  Bright  examined  them  with  a  microscope,  and 
describes  bunches  of  small  bodies  attached  by  slender  stalks, 
which  are  clearly  the  young  scolices  of  the  taniae  echinococcus. 
I  could  not  call  to  mind  that  any  other  operation  than  tapping 
abdominal  cysts  had  ever  been  performed,  but  now  I  re- 
member that  excision  had  been  practised  in  one  case  by  Sir 
Spencer  Wells.  The  case  will  be  found  in  vol.  xxiii.  of  the 
Transactions  of  the  Pathological  Society  for  1872.  The 
woman  had  been  in  the  Samaritan  Hospital,  and  was  trans- 
ferred to  the  Middlesex  Hospital  to  be  under  the  care  of  Dr. 
Murchison,  who  described  the  case*    The  physician  diagnosed 
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the  case  as  one  of  multiple  hydatids,  and  wished  to  puncture 
them.  The  patient  refused  and  subsequently  returned  to  the 
Samaritan.  Sir  Spencer  Wells  then  opened  the  abdomen  by 
small  incision,  and  removed  several  hydatids  attached  to  the 
omentum  and  mesentery." 


BRITISH  MEDICAL  JOURNAL. 

Perforation  of  Uterus  by  Sound,  and  Fatal  Sublimate 

Poisoning. 

Dr.  Gebhard  (NouveUes  Arch.  dObstit.  et  de  Gynte., 
August,  1 891)  recently  observed  a  patient  who  had  been 
under  treatment  from  November  5th,  1890,  for  gonorrhoea. 
A  1  in  5,000  sublimate  solution  was  thrown  up  by  means  of  a 
Bozeman's  sound,  at  intervals  of  a  day  or  two,  in  the  out- 
patient room.  On  the  third  occasion,  November  nth,  im- 
mediately after  the  introduction  of  the  sound,  the  patient 
complained  of  pain.  After  nearly  a  pint  of  the  solution  had 
been  thrown  up,  the  pain  increasing,  the  injection  was  sus- 
pended. Vomiting  and  faintness  came  on  rapidly.  Perfora- 
tion of  the  uterus  and  entrance  of  the  solution  into  the 
peritoneal  cavity  was  diagnosed.  An  opium  suppository  was 
administered.  Dysenteric  diarrhoea  followed  in  a  few  hours. 
On  the  next  day  complete  anuria  set  in.  Mucus  was  con- 
tinuously discharged  from  the  rectum,  which  protruded  and 
was  ulcerated.  Stomatitis,  with  a  trifling  amount  of  salivation, 
began  on  the  third  day.  The  patient  died  on  the  eighth  day. 
Acetate  of  potash  was  given  to  promote  diuresis,  but  com- 
pletely failed  in  its  object :  pilocarpi n  caused  profuse  concen- 
trated perspiration,  which  exhausted  the  patient  and  irritated 
her  skin.  Opium  had  been  suspended  early  in  the  course  of 
the  case,  Dr.  Gebhard  believing  that  it  was  contraindicated 
in  dysentery.  At  the  necropsy  two  complete  perforations  of 
the  fundus  uteri  were  found,  lying  close  together  near  the 
right  tube.  The  peritoneum  was  inflamed ;  the  entire  large 
intestine  and  four  inches  of  the  ileum  were  ulcerated  and  in 
parts  sloughy.    One  ulcer  had  perforated  the  sigmoid  flexure. 
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In  the  tubuli  uriniferi  were  found  cretaceous  deposits  of  the 
kind  described  as  occurring  in  the  kidneys  of  patients  dead 
from  mercurial  poisoning.  Dr.  Gebhard  dwells  at  length 
on  the  pathology  of  this  condition.  It  appears  certain  that 
stomatitis  and  salivation,  which  follow  so  sharply  on  an  over- 
dose of  mercury  by  inunction  or  friction,  are  not  the  first 
symptoms  in  poisoning  by  mercurial  injections  used  after 
childbirth.  In  that  case  diarrhoea  is  the  earliest  sign,  and  it 
rapidly  becomes  mucous,  sanious,  and  ultimately  foetid.  It 
represents  gangrenous  dysentery.  The  next  symptom  is  a 
marked  diminution  in  the  excretion  of  urine,  often  ending  in 
suppression.  Stomatitis  follows  third,  and  may  be  severe,  but 
salivation  is  not  constant  even  in  fatal  cases.  The  tempera- 
ture is  subnormal.  In  the  case  above  related,  where  there 
was  acute  traumatic  peritonitis  at  the  beginning,  the  tempera- 
ture was  high  for  a  few  days,  but  fell  below  normal  when  the 
symptoms  of  poisoning  began  to  predominate.  Erythema  is 
rare. 


ANNALS  OF  GYNECOLOGY  AND  PEDIATRY. 

Dc  Conception  ac  Graviditate  Tubo-uterina  sive  Interstitiali. 
By  A.  SACCONI,  M.D.,  Pine  Bluff,  Ark. 

"  Si  quid  novisti  rectius  istis 
Candidas  imperii,  si  non,  his  utere  mecum." 

Horatius,  Ep.  I.,  VI. 

Tres  proponantur  partes : 

Pars  prima, "  De  conceptione." 

Pars  secunda,  "  De  graviditate  tubo-uterina,  sive  in- 
terstitiali" 

Pars  tertia,  "  De  diagnosi  et  causis  graviditatis  tubo- 
ute^inae;,, 

Pars  Prima. 

Physiologiae  ad  res  longe  gravissimas  pertinet  evolutio  ovi 
humani,  quae  nostris  imprimis  temporibus  observationibus 
multorum  doctorum ;  multo  clarior  reddita  est. 

VOL.  VII.— NO.  27.  27 


400    Summary  of  Gynecology,  including  Obstetrics. 

Quantum  lucis  hac  in  re  nobis  anatomia  comparata  attu- 
lerit ;    nemo  est  medicorum,  qui  nesciat 

Valde  enim  delectat  in  vario  animalium  ordine  persequi 
quomodo  systema  genitali  et  masculinum  et  femininum  inde 
a  plantis  per  regnum  animate  ita  sese  evolvat,  ut  simplicis- 
sima  forma  etiam  sit  primaria,  ut  sinsim  sinsimque  organa 
propria  oriuntur  genitalia  contenta  ovo  et  semini  singularia, 
vero  meum  hac  in  thesi  esse  non  potest  commmeorare,  cum 
opera  habeamus  hanc  rem  et  amplissime  et  sagacissime  ex- 
ponentia,  probant.  Summum  hujus  in  homine  evolutionis 
invenimus  statum.  Hie  duos  habemus  sexus,  quos  in  dua 
semper  individua  divisos  esse  in  homine  notum  est;  nam 
quae  de  sexu  masculino  et  feminino  uno  in  eodemque  indivi- 
duo  simul  presente,  nonnulli  confabulati  sunt  de  sic  dictis 
hermaphroditis1  veris,  nunc  amplius  in  questionem  vocari 
possunt  Quaerendum  est  ergo,  qua  causa  duobus  in  sys- 
tematibus  genitalibus  et  masculino  et  feminino  in  homine 
representetur  principale  et  essentiaU  ? 

Haec  systemata  ea  re  tarn  gravia  fiunt,  quod  in  lis  dux- 
evolvantur  substantive,  per  quarum  conflictum  formatio  ter- 
tiae,  id  est,  "  novi  individui  incitari  possit." 

Non  vero  solum  fit,  ut  haec  substantias  primitive  variis  in 
sexibus  sese  evolvant,  sed  simul  apparatus  oriuntur  varii, 
quibus  contactus  harum  substantiarum  facilior  reddatur  et 
evolutio  tertiae  per  hunc  contactum  ortae,  promoveatur. 

Altera  tamen  quaestio  nobis  gravissima  hac  in  antithesi 
sexuum  apparet,  ut  nempe  inquirere  studeamus :  "  quonam 
tempore  haec  sexuum  diversitas  in  homine  primum  invenia- 
tur"?  Inter  omnes  constat,  ovum  humanum  purum  prima 
forma  sexu  carere,  et  faecunditate  demum  definiri,  utrum  ovum 
masculinum  an  femininum,  quamquam  nobis  nondum  liceat 
de  sexu  primis  septimanis  aliquid  certi  proferre.  Sexta  vel 
septima  tantum  hebdomada,  cum  jam  cerebrum,  medulla 
spinalis  et  systema  vasculosum  formari  coepere,  etiam  ad 
partem   internam   corporum  Okenii  in  embryone  masculo 


1  From  'H/ytip  and  'A^poJfny,  belonging  to  both. 
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vestigia  testiculi,  in  feminino  ovaria  sese  formare  videntur 
tamquam  corpuscula  rotunda  albida,  massa  punctiformi  re- 
pleta,  et  haec  sunt  ilia  corpora  etiam  gravissima  ipsa  in 
sexuum  vita;  nam  in  iis  illae  formantur  substantias,  quae, 
quando  conveniunt  novum  formant  individuum. 

Tertia  questio.  Num  heae  substantias  partibus  in  gen  it a- 
libus  istis  et  masculis  et  femininis  formats  in  contactu 
veniunt ;  necesse  sit,  ut  individuum  novum  gignatur,  hue  vel 
maxime  pertinet  ? 

Ut  banc  solvam  quaestionem,  propter  difficultatem  in 
hominum  cadaveribus  haec  accuratius  persequendi,  aliis  ex 
regnis  animalibus  nobis  concilium  exquirendum  est,  et  hie  * 
denuo  physiologia  comparativa  plurimum  lucis  afferet.  Ex 
disquisitionibus  variis  in  animalibus  a  Prevost,  Dumas,  Wag- 
ner, Valentin,  Scanzoni,  et  aliis  variis  temporibus  repetitis, 
nunc  satis  demonstratum  est :  "  semen  per  uterum  ad  ovaria 
procedere  debere."  Magni  etiam  momenti  experimenta  sunt, 
quae  a  scrutatoribus  sagacissimis  Rusco,  Trevirano,  Mante- 
gazza  summa  diligentia  instituta  erant  de  fecunditate  arti- 
ficial!,1 et  optime  docent :  "  contactum  immediatum  seminis 
cum  ovulis  necessarium  esse,  et  quidem  usque  ad  ipsa  ovaria 
semen  promoveri,  et  ibi  fcecunditatem  fieri." 

Inter  testimonia  vero  gravissima  refferendae  sunt  gravidi- 
tates  u extra-uterinee?  ex  quibus  iis,  quae  modo  attuli,  apparet : 
M  contactum  duarum  illarum  substantiarum  ad  formationem 
tertiae  necessarium  esse." 

Duae  ergo  restant  quaestiones ;  quae  sunt : 

(1)  De  motu  ovi  ex  ovariis  ad  formationis  locum  destina- 
tum,  id  est,  ad  uterum,  et 

(2)  De  motu  seminis  per  uterum  et  tubas  ad  ovaria  usque. 
Post  coitum  ipsum  fluxus  sanguinis  ad  ovarium  augetur ; 

tunica  vasculosa  folliculi  Graafiani  intumescit,  et  ad  partem 
abdominalem  ovarii  ovum  protruditur ;  tunica  ovarii  nunc 
tenuior  facta,  per  pressionem  ovi  dehiscit,  et  ovum  egreditur. 
In  folliculo  cavus  remanet  locus,  qui  sensim  repletur,  cum 

x  See  "Annals  of  the  Universal  Medical  Sciences  of  1889/  Vol.  II.,  H, 
1st  and  2nd  pages. 
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tunica  interno  luxuriatur,  unde  oritur  id,  quod  corpus  luteum1 
dicitur.  Simul  vero  tubae  partis  abdominalis  fimbriae  quasi 
amplectuntur  ovarium,  ita  ut  ovum  ex  ovario  excedens  in 
cavum  tubs  recipiatur.  Motus  ovuli  per  tubam  ad  uterum 
per  raotum  pcristalticum  tubarum  perficitur.  Per  ipsum 
coitum  vita  in  tubis  augetur,  vel  potius  hoc  tantum  tempore 
apparet,  et  dein  per  longius  tempus  denuo  evanescit  Hie 
motus  illi  vibratorio  oppositus  est,  et  ab  ostio  tubarum  ad 
uterum  tendit  Aptissime  hie  motus  ovi  ad  uterum,  compar- 
andus  est  motui  boli  ad  os  recepti  per  fauces  ad  ventriculum 
usque  deglutiti. 

Seminis  motus  huic  omnino  oppositus  est  Semen  a  viro 
ad  uterum  usque  jaculatur,  et  orificium  uteri  per  irritationem 
atque  exaltationem  mulieris,  nee  ne  per  affectum  quern  mulier 
ac  vir  cxperiuntur  aperietur,  et  semen  intrare  patitur,  a  quo 
per  tubas  ad  ovarium  ope,  motus  vibratorii  emphytactici,  qui 
in  medio  canali  colli  uteri  incipit,  promovetur  et  ita  ovulo  ex 
ovario  progresso  obviam  fertur.  Mutationes  ovuli  in  transitu 
per  tubas  et  in  utero  ipso  commemorandi  hie  locus  esse  non 
potest.  Qualis  igitur  sit  relatio  utriusque  sexus  in  fcecunda- 
tione  ex  iis,  quae  supra  dixi  apparebit,  nee  minus  illud,  quod 
eorum  conjunctio  ad  novum  procreandum  individuum  neces- 
saria  sit.  (Jt  igitur  conceptio  justa  fiat,  hoc  requiritur,  ut  per 
stimulum  coitus  et  spermatis,  folliculus  Graafianus  intumes- 
cat  et  dehiscat,  ovum  ex  ovario  excedat  et  in  contactum 
veniat  cum  spermate,  in  via  ab  ovulo  facienda  servato,  et 
tandem  ad  uterum  descendat.  Quod  si  factum  est,  causa 
graviditatis  normalis  data  est,  ut  ille  status  dicendus  exit  cor- 
poris feminei,  ubi  ovum  per  conceptionem  formatum,  ac  per 
mutuam  vim  in  utero  moratur,  et  ad  normam  intra  tempus 
legitimum  maturitatem  suam  aquirit.  Heae  quidem  sunt 
graviditates  creberrimae,  sed  varias  habemus  aberrationes  ab 
istis  graviditatibus  uterinis,  quae  dicuntur.      In  physiologia 

1  See  Michigan  Medical  News,  1879,  page  240,  and  Dr.  £.  J.  Jane- 
way's  report  to  the  Pathological  Society,  September,  1879,  and  Prof.  W. 
A.  Popoff  in  the  Science  de  Gsenologiaue,  June,  1885,  page  420 ;  also 
Prof.  Math.  Duncan,  in  the  Journal  of  Obstetrics,  London,  November, 
1861,  page  336. 
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et  pathologia  ad  res  memoratu  dignissimas  illae  pertinent 
graviditates,  quae  extra  illud  organon,  quod  natura  ovo  ut 
crescat  et  formetur,  constituit,  locum  habent.  In  physiologia 
quidem  illae  nobis  quam  ob  rem  sunt  momenti,  quod  multa, 
quae  nobis  praeterea  obscura  esse  videntur,  inde  declarantur, 
in  pathologia  vera,  quod  et  vita  sanitasque  matris  summo  per 
as  periculo  exponuntur.  Varii  quidem  sunt  loci  in  quibus 
aberratio  ilia  locum  habere  potest,  et  totidem  plerumque 
species  singularum  graviditatum  inde  nomen  ducunt,  has 
omnes  nomine  graviditatum  extra-uterinarum  complectimur. 

Varias  quidem  fecere  viri  docti  divisiones  harum  gravidi- 
tatum, et  primum  quidem  distinguunt  graviditates  extra- 
uterinas  "primarias  veras,"  de  quibus  infra  fusius  dicam,  et 
graviditates  "  secundarias  falsas,"  per  quas  eas  intelligunt  ubi 
ovum  non  eodem  loco,  qui  pro  ipso  formatus  est,  etiam  in- 
venitur ;  sed  ubi  per  rupturam  tubae,  ovarii,  etc. : — ovum  in 
cavum  abdominis  excidit,  ubi  conjunctio  arcta  et  justa  inter 
ovum  et  uterum  non  adest,  heae  rarrissimae  etiam  occurunt, 
cum  hie  etiamsi  vita  matris  adhuc  servari  pqssit,  foetus  tamen 
enecatur.  Tres  a  viris  expertis  enumerantur  graviditates 
hujus  generis  nempe : 

-  (1)  Graviditas  abdominalis,  (2)  graviditas  vesicae  urinaria^, 
ubi  ovum  nullo  modo  vivere  et  crescere  potest ;  et  ultimum, 
graviditates  vaginales,  quarum  nobis  unum  tantum  a  Di* 
Noel l  observatum  notumque  est  exemplum ;  obi  ovum  per 
uterum  profectum  maturatur,  et  viveret 

Multo  vero  majoris  momenti  est  ilia  divisio  graviditatum 
extra-uterinarum,  quoad  locum,  in  quo  ovum  ad  formationem 
suam  habeat  sedem.  Quatuor  enotuere  hujusque  genera  de 
abnormi  fructus  sede  in  corpore  matris.  Accidit  enim,  ut 
ovum  foecundatum  in  ovario  ipso  remaneat ;  id  est  ubi  ad- 
haeret  peritoneo  ovarium  circumdanti,  graviditates  ovariae,  quae 
esse  possunt,  vel  externae  vel  internae. 

(2)  Graviditas  abdominalis  :  ubi  ovum  alieni  plica*  peri- 
tonei adhaeret  et  ibi  crescit,  quare  cum  graviditate  ovaria 
externa  magnam  habet  similitudinem. 

1  See  "  Archiv  der  geburtshiilflichen  Kunde,"  Jena,  1868,  page  183. 
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(3)  Graviditates  tubariae :  ubi  canalis  tubae  Fallopii,  uteri 
functiones  suscipit,  et  istae  tubo-uterinae  sive  interstitiales  et 
in  substantia  uteri. 

Harum  omnium  causas  et  decursus  exponere  nequam- 
quam  mihi  in  ammo  esse  potest,  cum  opera  habeamus  hanc 
rem  doctissime  exponentia,  inter  omnibus  precipue  :  Siebold, 
Meisner,  Baumgaertner,  Griinwald,  Carcaux,  Joseph  G.  Swayn, 
Charles  P.  Noble,  G.  H.  Joy,  A.  Doederlein,  J.  A.  Kasch- 
karoff  et  multorum  caeterorum  doctorum. 

Pars  altera, 
de  graviditate  tubo-uterina  sive  interstitiali. 

Recentiore  demum  tempore  hoc  graviditatis  tubo-uterinae 
genus  Schmidt  innotuit,  et  iste  primus  fuit,  qui  initio  hujus 
saeculi  viros  doctos  ad  hoc  genus  graviditatis  attentos  fecit 
Deinde  variis  locis  observaba  tur  quamquam  semper  rarius 
fuit.  Priusquam  autem  de  origine,  diagnosi,  prognosi,  et 
decursu  hujus  gravidita  tis  plura  commemorem,  non  alienum 
erit  singulorum  casuum  notorum  historias  breviter  tantum 
narare. 

Novissimis  temporibus  sequentes  observamus  casus. 

Mulier,1  S.  P.,  triginta  annos  nata,  ter  feliciter  pepererat, 
et  semel  quinto  mense  gestationis  abortum  fecerat.  Quatuor 
ante  mortem  septimanas  in  itinere,  ponderis  sensu  in  ventre 
et  gastralgia  pessoria  affecta  est  Accessit  vomitus.  Men- 
struatio  manebat,  nee  aliud  quid  aderat,  quod  graviditatis 
suspicionem  proderat.  Sub  meridiem  diei  quo  obiit,  subito 
vomitu  vehementiore  correpta  est,  quern  animi  deliquia  secuta 
sunt,  et  vespere  hora  quinta  diem  supremam  obiit 

Sectione  facta,  cavum  abdominis  sanguine  repletum,  uterus 
et  tumidus  et  dextorsum  dilatatus,  atque  ruptus  apparuit, 
membrana  decidua,  mucosa  praeditur.  Ipse  uterus  cum  sacco 
nullibi  rupto  in  substantia  uteri  et  in  quo  foetus  quadringinta 

1  See  Dr.  Hecker,  of  Munich,  in  the  Weiner  medizinische  Blatter, 
1882,  No,  4a 
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dies  natus  latebat,  cohaerebat  Tubae  Fallopii  dexterae  ostium 
uterinum  clausum  erat. 

Mulier,1  B.  N.,  26  annos  nata  semel  pepererat,  duos  post 
annos  denuo  se  gravidam  esse  suspicabatur,  cum  menstrua 
tribus  ex  mensibus  cesasset  et  signa  consueta  graviditatis 
adessent,  valetudo  prseterea  integra  esset.  Decima  gravidi- 
tatis septimana  accidit,  ut  in  scala  resupina  laberetur  et  inde 
vehementissimos  dolores  in  abdomine  sentiret.  In  via  denuo 
collapsa  sui  haud  conscia,  domum  redux  facta  est;  animi 
deliquia  crebriora  algoresque  continuabant,  simul  dolores  in 
abdomine,  imprimis  prope  os  sacrum,  vehementissimos  cor- 
poris motus  atque  agitationes,  animi  imperio  parum  obtem- 
perantes,  excitabant  Post  mediam  noctem  pregresso  vomitu 
vehementiore,  subito  mortua  est. 

Per  sectionem  haec  inventa  sunt:  Abdomen  ingenti  san- 
guinis coagulati  copia  repletum,  cui  foetus  trium  fere  mensium 
innatabat.  Uteri  ambitus  valde  auctus,  ejusque  pars  non 
solum  latera  versus,  sed  etiam  sursum  ingentem  in  modum 
dilatata  erat.  Tuba  Fallopii  sinistra  inde  ab  initio  suo  prope 
uterum  clausa,  cavum  uteri  membranam  deciduam  Hunteri 
gelatinosam  crassioremque  continebat.  Ovum  in  ea  tuba 
parte  sinistra  uterique  substantia,  qua  os  uterinum  tubae  desi- 
derebatur  in  colum  inveniebatur,  et  per  rupturam  prominebat. 
Ovum  aetatem  decim  septimanarum  habere  videbatur. 

Femina,*  A.  R ter  abortum  passa,  tribus  quoque 

feliciter  pueris  vitam  donavit,  graviditatem  septimam  sine  ulla 
molestia  tulit,  subito  dolore  vehementissimo  in  abdomine 
corripitur,  simul  domum  vehitur,  ubi  vomitus,  animi  deliquia 
summa  et  debilitas  et  lassitudo  redierunt,  vomitu  denique 
finito,  siti  ingenti  vexata,  satis  placide  moritur. 

Post  mortem  factam,  cavum  abdominis  sero  et  sanguine 
repletum,  uterus  tumidus  vacuusque  inventus  est.  In  sinistro 
uteri  latere,  ex  angulo  superiore  receptaculum  a  sacco  simile 

1  See  Professor  Birch  Hirschfeld,  in  Virchow's  Archives,  1882,  Vol.  88, 
Page  24. 

*  Dr.  G.  Heinricius,  Docent  of  the  Obstetrical  Klinik  of  Helsingsfors 
(Friedland),  in  Centralblatt  fur  Gynacologie,  January  number  of  1883. 
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cui  inerat  foetus  fere  trimestri  chorio  involutus,  detectum  est. 
Receptaculum  a  cavo  simili  uterino  prorsus  separatum  erat, 
uterus  tunicam  deciduam  crassiorem  contfnebat.  Tuba  Fal- 
lopii  sinistra  inde  ab  ostio,  quod  patet  in  uterum  ad  inittum 
usque  apparuit. 

Quartum  nobis  Dr.  Fehling1  communicavit  casum.  Puella 
quindecim  annorum  nata  prima  vice  gravida  septimo  post 
receptionem  in  nosoconium  die,  pluries  vomuit.  Per  octo 
menses  se  gravidam  esse  dictitavit,  quemadmodum  nullum 
exprogressu  abdominis  signum  cernere  potuisset,  venterque 
nullo  in  modo  a  forma  virginis  adhaerebat.  Cum  tamen 
emeses  rediissent,  animi  deliquia,  pulsus  parvus  et  frequen- 
tissimus,  nulla  prseterita  causa  satis  gravi,  abdomen  doloribus 
praesaginantibus  cruciatum.  Symptomatum  vehementia  mox 
crevit  et  pregressis  deliriis  aegrota  animam  efflavit  Exam- 
inatione  facta  sequentia  ad  lucem  demonstrabantur.  Hymen 
virginale  in  existentia  manebat2  ex  quo  apparuit,  coitum  per 
urethram  tantum  locum  habere  ostendebat,  et  emissio  seminis 
externe  evoluta  erat,  ac  per  hymen  in  vaginam  aggreditur,  et 
ibi  ovum  cum  semine  coagulatum  foecunditatem  accessit 
Corpore  aperto  in  cavo  abdominis  foetus  apparuit  sanguine 
viscido  et  in  intestinis  obtectus,  simul  his  remotis  foramen 
magnum  in  fundo  uteri  in  conspectum  venit,  quod  in  recep- 
taculum ducebat  cum  ipso  uteri  cavo  nusquam  communicans. 
Tuba  Fallopii  dextra  fere  tota  clausa  erat    Foetus  femininus 

1  See  Anhang  zum  Jahresbcricht  der  Stuttgarter  Entbindungsanstalt 
fur  1881. 

*  See  report  of  Prof  Gustav  Braun  in  regard  to  imperforated  hymen. 
The  woman  conceived,  hymen  was  found  intact  Wiener  medizinische 
Wochenschriften,  page  312,  of  1878  ;  also  very  important  case,  described 
by  Prof.  C.  Schroeder  in  Vol  II.,  No.  12,  May,  1878,  in  the  Ohio  Medical 
Recorder,  is  worthy  to  read.  See  also  in  Wiener  medizinische  Woch- 
enschriften, page  112,  of  1879,  a  case  reported  by  Prof.  Buschmann.  Dr. 
Zinsstag  also  gives  us  a  case  of  imperforated  hymen  in  the  Annals  of 
Universal  Medical  Science,  of  1889,  Vol.  V.,  page  J.  33,  saying :  "  Ex- 
aminatio  intactum  presentebat  hymen,  et  coitus  per  urethram  locum 
habuit,  menstruatio  nullum  impedimentum  ostentabat,  ipsa  concepisse 
atque  peperebat." 
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octo  circiter  mensium  videbatur,  pondere  librarum  duarura  et 
dimidiae. 

Prof,  von  Griinewald,  de  St.  Petersburgo1  xjuintum  tradidit 
casum  ubi  femina  gravida  tres  per  menses  subita  emesi  et 
doloribus  vehementissimis  in  regione  epigastrica  correpta  est, 
corporisque  summa  debilitate  vexata.  Primo  momento  ille 
inflamationem  peritonei  suspicatus,  remedia  hue  pertinentia 
prescripsit,  sed  frustra,  quoniam  segrota  paulo  post  tempore 
subiit.  Sectio  facta  sequentia  protulit.  Aperto  abdomine 
statim  ostendabatur,  duplex  vagina,  duplexque  uteri  orificium3 
inter  quos  magna  vis  sanguinis  et  fluidi  et  coagulati  depre- 
hensa  est.  Uterus  tumidus  sinistrosum  et  latera  versus, 
foramen  in  peritonea  et  uteri  substantia  cellulosa  apparuit, 
istoquae  ex  foramine  foetus  prominebat.  Tuba  Fallopii  dex- 
tra  ad  dimidiam  partem  superiorem,  sinistra  autem  omnino 
clausa  est.  Saccus  in  quo  foetus  reperiebatur,  sinistra  tubae 
Fallopii  proximus  erat;  nusquam  communicatio  inter  hunc 
saccum  etcavum  uteri  erat. 

Dr.  £.  £.  Montgomery8  sextam  protulit  aberrationem. 
Mulier,  T.  N.,  viginti  sex  annos  nata,  qua  initio  matrimonii 
puerum  feliciter  partu  ediderat,  turn  bis  abortum  passa  est. 
Tres  post  annos  denuo  gravida  facta,  in  saltatione  in  regione 
hypogastrica  dilacerationem  cum  strepitu  aliquo  sensit,  sta- 
timque  syncope  correpta  est ;  symptomata  gravissima  succe- 
debant,  vomitus  saepe  redibat,  summa  pectoris  anxietas  atque 
oppressio ;  sic  animum  aegrota  expiravit,  cum  antea  remedia 
quae  proper  peritonitis  suspicionem  ordinata  essent,  morbum 

1  See  Petersburger  medizinische  Wochenschrift,  1882,  No.  30. 

1  A  very  interesting  case  of  double  vagina  and  uterus  pregnans,  re- 
ported by  Dr.  Win.  R.  D.  Blackwood,  of  Philadelphia.  See  Philadelphia 
Medical  Times,  October  25,  1879.  Dr.  Sotschowa,  of  Moscow,  reports  in 
the  Moskiewskia  Nowasty,  January  number  of  1879,  a  case  of  both  double 
vagina  et  uterus,  and  double  conception,  each  foetus  in  a  separate  womb. 
Same  cases  corroborate  Dr.  J.  Bechtinger,  of  Para,  Brazil,  and  Dr.  Lewis 
Whaley,  of  Blountville,  Ala.  See  Annals  of  Universal  Medical  Science, 
of  1889,  vol.  5,  J.  35. 

9  Set  Journal  of  Obstetrics  of  Great  Britain  and  Ireland,  July  20,  No. 
6,  page  311, 1879. 
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non  sublavissent.  Sectione  facta  organa  capitis  normalia 
inventa  sunt,  item  ac  organa  pectoris.  Peritoneo  resecto 
magna  sanguinis  et  puri  et  fluidi  copia  effluxit.  In  regione 
hypogastrica  inter  glebas  sanguinis  effusi  tumor  erat  conspi- 
cuus  circumscriptus,  qui  cavus  apparuit  et  foetum  in  se 
continebat  mensium  circiter  duorum,  involucris  suis  ac  liquore 
amnio  circumdatum,  de  reliquis  visceribus  et  uteri  partibus 
nulla  videbatur  aberratio,  sed  memoratu  dignissimum  fuisset 
scire,  num  hie  etiam  tubs  ostium  uterinum  clausum  fuerit 
quod  quidem  haud  incerte  factum  erat. 

Dr.  R.  S.  Ivanoff1  sequentem  casum  observavit  Mulier, 
duodeviginti  annos  nata,  semel  jam  partum  enixa;  denuo 
gravida,  nulla  praeterita  causa,  vehementissimo  subitoque 
dolore  in  regione  hypogastrica  correpta,  cui  syncope  accessit  et 
proclivitas  ad  vomitum,  frigus  totius  corporis ;  variis  remediis 
frustra  adhibitis  mors  appropinquavit.  Sectio  cadaveris  se- 
quentia  protulit:  intestina  a  se  invicem  sanguinis  glebis 
separata  crant.  Cavum  pelvis  minoris  cruore  completum  et 
viscera  eodem  obtecta.  Utero  caute  separato,  eo  loco  ubi 
tuba  sinistra  in  eum  immittitur,  tumor,  conum  aequans,  con- 
spicuus  erat ;  postrorsum  glebas  fungis  similes  paulo  promi- 
ncntes  ostendit,  quarum  in  medio  foramen  dilaceratum  est 
repertum.  Ceterum  nulla  ad  uterum  via  patebat,  nam  septum 
crassitiei  4-5  linearum  intercedebat,  ex  utero  ipso  ortum. 
Tuba  Fallopii  sinistra  basi  tumoris  inserta  obliterata  fuit ; 
tubas  oppositi  lateris  normae  respondentis,  ostium  uterinum 
patebat.  Uterus  ipse  bis  normam  magnitudine  superabat 
Interior  cavi  superficies  membrana  decidua  Hunter'i  obtecta 
erat  Reliqua  corporis  organa  prater  ventrem  paulo  irregu- 
larem  a  norma  naturali  paulo  differebant. 

Nunc  meum8  volo  attollere  casum.  Die  26ta  Septembris, 
1886,  in  consultatione  cum  F.  M.  Pearce,  M.D.,  ex  Alhambra, 
vocatus  fui  ad  mulierem  agricolae  Wiegand,  Saline  Township, 
Madison  Co.,  111.    Mulier  ilia  triginta  annos  nata,  bis  feliciter 

1  See  the  Russkaja  Medisina,  Kiev,  November,  1885. 
1  See  Dr.  A.  S.  Sacconi's  report  in  the  Wiadomosci  Lekarskuy  Kiev, 
No.  23,  page  418,  December,  1886. 
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peperat,  bisque  tamen  abortum  sustulit.  Quatuor  annos 
ultimum  post  abortum,  gestatio  locum  non  habebat ;  menses 
regulares  normalesque  apparebant,  et  optima  valetudine  hoc 
totum  *  tempus  gaudebat.  Die  supra  dicto,  subito  dolore 
correpta,  et  aliquid  in  abdomine  laceratum  esse  videbatur. 
Paulo  post  ingenti  debilitate  affecta  animam  reddidit ;  pre- 
terite emesi  et  haemorrhagia.  Abdomen  durum  ingentes 
dolores  moverat.  Cadavere  dissecto  sequentia  nobis  ad  lucem 
ostendebantur :  Uterus  major  normali  appendice  exhibens, 
quo  in  medio  apparebat  apertura  sanguine  nigro  obtecta  ; 
quo  remoto,  caput  foetus  trium  mensium  supra  in  conspectum 
venit  Ex  utero  ad  saccum  nulla  patebat  via.  Tuba  Fallopii 
sinistra  clausa  erat 

Novissimum  nobis  datur  casum,  Frank  J.  Lutz,1  of  St. 
Louis,  Mo.,  qui  in  cadavere  sectione  facta  Mulieris  Tillie 
Toengers  invenit  cam  peritonite  mortuam  esse,  graviditatis 
extra-uterinae  causa. 

Tandem  ut  dissertationem  istam  quam  breviter  descri- 
buerim,  satis  esse  casuum  istorum  referendi  gratia.  Clare  ex 
illis  patet :  "  graviditatem  extra-uterinam  seu  interstitialem, 
aut  '  ectopicam  '  quae  istud  novum  nomen  Lawson  Tait 
donavit,  et  dare  et  existere ; "  tamen  autem  ut  melius  hasce 
abbreviationes  argumentis  illustrarem,  necesse  est,  ad  diag- 
nosim,  causasque  graviditatis  istius  generis  transire,  proce- 
dereque. 

Pars  Tertia. 
de  diagnosi,  causisque  graviditatis  extra-uterinie. 

His  igitur  singulis  enumeratis  casibus  graviditatis  tubo- 
uterinae,  extra-uterinae  sive  interstitiali,  aut  ut  cam  Lawson 
Tait  baptisavit,  ut  nihil  hac  de  re  omittam,  necessarium  erit, 
commemmorare  quae  de  diagnosi  atque  origine  harum  gravi- 
ditatum  lucem  afferre  possint.  Sed  statim  initio  fatendum 
est,  omnia  symptomata  satis  incerta  esse.  Partim  enim 
menses  fluere  perexitat;  partim  vero  tempestivedesiitmanere; 

1  See  Globe-Democrat  (St.  Louis,  Mo.),  Sunday,  May  17, 1891. 
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modo  signa  consueta  graviditatis  observata  sunt,  modo  nulla 
graviditatis  suspicio  adfuit ;  partira  nullam  graviditatis  turba- 
tionem  ;  partim  valetudinem  integram  ;  partim  mediocrem 
invenimus. 

Postremis  vero  temporibus,  ubi  signa  quidem  nonulla  satis 
certe  habemus,  quid  tunc  juvat  cognoscere  graviditatem  tubo- 
uterinam,  cum  jam  mortem  arcere  amplius  nequeamus  et  a 
remediis  nihil  expectari  possit  Symptomata  ultimis  obser- 
vata horis  fere  haec  sunt : 

Sensus  rupturae  subitaneae  in  regione  hypogastrica,  dolor 
subitaneus  vehementior  cum  symptomatibus  gravioribus  et 
lipothymiis,  sudores  frigidi,  pallor  toto  in  corpore  et  frigus, 
anxietas,  emesis,  expansio  extensioque  abdominis,  summa 
irritabilitas  integumentorum  abdominis,  pulsus  accelertus  con- 
tractus parvusque,  sensus  eximiae  debilitatis  vultus  mutatus, 
sitis  vehementissima,  paroxismi  spastici  et  affectio  paralytica. 
Et  haec  denuo  sunt  symptomata,  aliis  graviditatibus  extra- 
uterinis  ex  parte  singularia.  Super  est  ut  de  morte,  quae 
omnes  graviditates  tubo-uterinas  secuta  est,  propter  rupturam 
et  tot  et  tantorum  vasorum  in  utero,  pauca  faciam  verba. 
Morbi  decursus  in  omnibus  illis  casibus  fuit  celerrimus,  nulla 
aegrotarum  facta  ruptura  diutius  quam  per  diem  integrum 
vixit,  et  hie  certe  jactura  sanguinis  in  cavum  abdominis  cum 
symptomatibus  sequentibus  sola  caus  et  gravissima  est,  et  ilia 
arte  nostra  fugari  non  posse  constat. 

Quod  vero  Dr.  A.  Hurd1  narrat  per  quod  talis  graviditas 
durarc  possit,  dicit :  "  ea  ad  sumntum  tertio  nunse  morte  ter- 
minari;"  optime  denuo  casu  Doctris  Budin*  refutatur,  qui 
casum  unum  observabat  in  muliere  octo  menses  gestante,  ubi 
ovulum  inter  peritonaeum  et  uterum  positum  erat,  quae  docet, 
earn  veram  tubo-uterinam  graviditatem  fuisse. 

Res  vero  difficillima  tota  in  historia  graviditatis  tubo- 
uterinae  est  declaratio  originis  causarumque  harum  gravidi- 
tatum.      Nunc  vero  cum    plures  observatae    sint  ejusmodi 


1  See  Detroit  Lancet,  September  number,  1884. 
*  See  Pro&rh  Mtdical,  Paris,  June,  1879. 
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graviditates  et  de  earum  praesentia  dubitari  non  amplius 
possit,  viri  docti  varias  hac  de  re  proposuerant  sententias,  quae 
tamen  omnes  rem  non  penitus  exponunt.  Nam  quae  huj us- 
que fuit  sententia  virorum  doctorum  usitatissima  de  tubarum 
orificio  per  inflamationem  clauso  earn  ob  rem  non  quadrat, 
quod  illam  clausuram  tamen  ante  conceptionem  locum  habu- 
isse  necesse  est,  quae  tamen  ipsa  impedivit,  quominus  con- 
ceptio  fieri  potuerit,  cum  semen  per  clausuram  tubas  nullo 
modo  penetrare  posset,  quod  tamen  factum  esse  debet,  cum 
graviditas  secuta  sit  Memoratu  dignum  est,  quod  haec  res 
neminem  virorum  doctorum,  qui  omnes  hanc  sententiam  pro- 
bant,  offenderit.  Eodem  modo  et  aliae  interpretationes  nullo 
modo  sufficiant. 

Duae  mihi  in  mentem  hypotheses  venerunt,  sed  solum  sunt 
hypotheses,  quae  tamen  rem  satis  declarare  poterint. 

Una  est  nemp :  ut  motus  peristalticus,  qui  tamen  solus, 
ovulum  ex  ovariis  ad  uterum  traducere  potest,  impeditus  fuit 
conceptionis  tempore,  et  cum  ovulum  semper  quoque  ilia  in 
parte  tubae  inveniatur,  ubi  transitus  ejus  est  per  substantiam 
uteri,  hoc  propter  crassitiem  parietum  multo  facilius  fieri 
potuit,  quam  media  tuba,  ubi  parietes  tenuiores  et  motus 
facilius  perfici  potuit.  Ita  si  ovulum  usque  ad  transitum 
tubae  per  uterum  promovetur,  nunc  vero  vi  quadam  fortuita 
motus  peristalticus  evanescit,  eo  in  loco  certe  ut  remaneat 
necesse  est,  ibique  uti  in  reliquis  partibus  sese  formet,  unde 
ilia  tubo-uterina  graviditas  orietur. 

Altera  hypothesis  est :  ut  in  canali  tubae  Fallopii  et  im- 
primis in  transitu  per  uterum  diverticulum  quoddam  adsit,  in 
quod  ovulum  transiens  per  tubam  quasi  delabatur,  et  uti  in 
intestinis  talia  invenimus  variis  locis  diverticula,  cur  non  in 
tubis,  quae  eandem  fere  habent  structuram,  tale  quid  inveniri 
poterit.  Huic  rei  vero  graviditates  praegressae  nullo  modo 
contradicunt,  quae  scilicet  per  conceptionem  in  ovario  alius 
lateris  ortae  esse  possunt.  Nusquam  tamen  hujusque  rei  in- 
venimus observationes,  quae  quidem  propter  difficultatem 
disquisitionis  facillime  viros  doctos  fugere  potuit.  Hujus  rei 
si  quid  certi  experiri  volumus,  ilia  via  tubarum  accuratissime 
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investiganda  erit,  num  in  its  interdum  tale  diverticulum  ab- 
norme  in  puellis  et  feminis  inveniatur. 

Ab  omnibus  anatomicis  igitur,  medicisque  peto,  ut  in  sec- 
tionibus  cadaverum  hanc  ad  rem  attend  sint,  cum  forte  ita 
aliquid  ad  rem  tarn  difficulter  enucleandam  lucis  afferi  possit; 
quantum  in  me  est,  semper  semperque  quantum  mihi  occa- 
siones  dantur,  ad  illam  rem  gravissimam,  animum  advertere 
non  omittam. 


The  foregoing  communication  has  been  printed  as  it  was 
received  from  the  author,  who  regrets  his  inability  to  write  the 
English  language  with  facility.  We  have  suggested  to  him 
that  although  the  readers  of  the  Annals  are  fond  of  Latin, 
yet  from  stress  of  professional  duties  and  active  practice  may 
have  neglected  it,  and  that,  in  fact,  Latin  is  not  a  customary 
means  of  professional  intercourse  in  this  country — at  least  in 
the  parts  of  it  with  which  we  are  familiar. 

Nevertheless,  we  have  often  heard  expressions  of  regret 
that  the  ancient  tongue  has  so  completely  lapsed  into  desue- 
tude, particularly  in  this  country,  and  it  is  believed  that  very 
many  of  our  readers  will  enjoy  an  article  in  the  language  in 
which  all  professional  communications  were  made  up  to  little 
more  than  ioo  years  ago,  even  in  English-speaking  countries. 

In  fact,  many  of  our  readers  have  probably  been  surprised, 
if  not  confused,  by  hearing  some  foreign  teacher — eg.y  Professor 
Sigmund— drop  into  the  use  of  Latin  as  naturally  as  if  he 
expected  all  his  hearers  to  understand  it.  Doubtless  the  idea 
has  occurred  to  many  that  it  would  be  well  if  some  language 
could  be  adopted  as  a  general  medium  of  scientific  thought 
and  utterance,  and  at  the  International  Medical  Congresses 
the  confusion  of  tongues  has  been  painfully  apparent.  Never- 
theless, there  is  little  probability  that  either  French  or  English 
or  German,  nor  yet  the  new  Vola  Puk,  will  ever  fill  the  place 
which  Latin  once  held,  for  it  is  easier  to  learn  to  understand 
four  foreign  languages  than  to  use  one  such  fluently  and 
correctly.  Therefore,  the  present  system  of  using  every  man 
his  own  tongue  and  learning  to  read  and  understand  some  two 
or  three  others,  is  probably  the  best  that  is  practicable. 
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Our  correspondent,  however,  seems  convinced  that  the 
learned  class  of  physicians  who  subscribe  to  the  Annals  must, 
of  course,  be  familiar  with  Latin,  and  so  his  communication 
has  been  printed  as  it  stands,  that  other  parts  of  the  country 
may  not  have  to  yield  the  palm  to  Pine  Bluff  for  scholarship. 
— [Ed.,  Annals  of  Gynecology  and  Pediatry .] 

Ectopic  Gestation. 

Dr.  Formad,  of  Philadelphia,  at  the  recent  meeting  of  the 
American  Medical  Association,  made  an  interesting  contribu- 
tion to  our  knowledge  of  this  subject.  In  3,500  post-mortem 
examinations  he  had  found  35  cases  of  ectopic  pregnancy. 
The  women  were  multiparas  between  the  ages  of  twenty  and 
forty ;  generally  conscious  of  pregnancy ;  chronic  inflamma- 
tion of  tubes  present  in  all  cases  ;  3  were  interstitial ;  1  was 
ovarian  ;  3 1  had  ruptured.  The  amount  of  blood  found  in  the 
abdomen  varied  from  a  pint  to  two  gallons.  Pregnancy  in  all 
cases  early,  between  the  first  and  third  month.  He  considers 
ruptured  ectopic  gestation  to  be  the  only  cause  of  hematocele. 
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After  the  meeting  of  the  British  Gynaecological  Society  at  New- 
castle-on-Tyne,  the  members  of  the  Congress  were  conducted  to  the 
Royal  Infirmary,  Newcastle-on-Tyne,  where  tea  was  served  in  the 
board  room,  on  the  conclusion  of  which  Professor  Philipson  ex- 
pressed the  pleasure  of  his  colleagues  in  being  able  to  welcome  such 
a  number  of  distinguished  visitors  to  that  institution.  One  of  the  lay 
members  of  the  Infirmary  Committee  also  addressed  the  visitors,  and 
spoke  in  high  appreciation  of  the  work  done  by  the  physicians  and 
surgeons  attached  to  the  Infirmary.  Newcastle-on-Tyne,  he  said, 
was  proud  of  its  medical  staff,  which  vied  with  any  other  institution 
in  the  country.  The  wards  were  then  visited,  and  an  operation  was 
performed  in  the  operating  theatre  by  Mr.  Hume  in  illustration  of 
abdominal  surgery. 

The  Newcastle-on-Tyne  Royal  Infirmary  is  an  old  building,  and 
we  trust  we  shall  soon  hear  that  a  new  one  has  been  commenced  in 
a  more  suitable  location*  The  present  one  is  in  the  centre  of  the 
town,  close  to  the  Railway  Station,  with  a  cattle  market  on  one  side 
of  it.  Custom  is  everything,  and  it  may  be  quite  possible  that  the 
%  patients  do  not  suffer  from  the  noise  of  the  trains  ;  but  it  hardly 
requires  much  argument  to  prove  that  such  surroundings  are  not 
suitable  for  a  large  infirmary.  The  buildings  are  solidly  constructed, 
and  everything  is  done  by  the  medical  staff  to  keep  the  institution  in 
a  hygienic  condition,  and  we  are  assured  that  satisfactory  results 
have  been  attained  after  grave  operations.  This  must  involve  a 
constant  strain  on  the  medical  attendants.  In  the  present  condition 
of  sanitation,  and  with  the  advanced  views  on  hospitals  now  accepted 
by  architects  and  the  profession,  the  Newcastle-on-Tyne  Royal  In- 
firmary cannot  be  regarded  as  satisfactory. 

Newcastle  is  justly  regarded  as  a  progressive  town.  We  had  evi- 
dence of  this  in  the  fine  pile  of  buildings  erected  for  the  advancement 
of  science,  and  it  only  requires  the  initiative  of  a  few  of  its  public- 
spirited  townsmen  to  take  up  the  question  of  a  new  infirmary.  We 
believe  the  subject  has  been  frequently  mooted.     With  the  example 
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of  Derby,  Halifax,  and  other  towns  of  less  pretensions,  Newcastle 
should  not  be  behindhand  in  its  hospital  accommodation.  The 
visitors  left  the  Infirmary  pleased  with  their  reception. 

On  Friday  evening  the  President  (Dr.  Grigg)  entertained  fifty 
guests  at  dinner  in  the  Assembly  Rooms.  There  was  an  absence 
of  speeches  except  the  necessary  one  of  the  health  of  the  President 
of  the  British  Gynaecological  Society,  Dr.  Grigg,  which  was  pro- 
posed in  very  felicitous  terms  by  Dr.  Philipson. 

The  profession  in  Newcastle  were  most  hospitable.  Dr.  Murphy 
entertained  a  large  number  of  medical  men  at  luncheon  at  the 
"  Douglas,"  as  also  did  Professor  Philipson,  and  others  at  their  resi- 
dences. 

On  Saturday  an  excursion  was  arranged  to  Chollerford  and  neigh- 
bourhood. The  party  left  the  Central  Station  at  11. 10,.  and  were 
personally  conducted  over  the  Roman  Camp  by  Dr.  Hodgkin,  after 
which  they  were  received  by  Dr.  W.  Murray  at  Stornbourne  Castle. 
The  weather  during  the  Congress  was  exceptionally  fine,  and  this 
added  very  much  to  its  enjoyment 


As  is  well  known,  Newcastle  now  holds  a  prominent  place  in  the 
ranks  of  educational  centres,  and  the  medical  degrees  granted  by 
the  University  of  Durham,  with  which  the  College  of  Medicine  is 
affiliated,  are  second  to  none  in  value,  and  many  of  our  Fellows  are 
proud  to  recognise  Durham  as  their  Alma  Mater. 

The  College  of  Medicine  was  founded  in  185 1,  and  admitted 
into  connection  with  the  University  of  Durham  the  following  year, 
and  in  1870  became  a  College  of  the  University.  Starting  in  a  very 
small  way  it  has  rapidly  increased  in  importance,  the  number  of 
students  now  numbering  over  200.  The  New  College  of  Medicine 
was  opened  in  1889  at  a  cost  of  ,£30,000,  and  we  were  pleased  to 
have  the  opportunity  and  privilege  of  seeing  over  the  building,  which 
we  found  replete  with  the  latest  advances  in  medical  education.  We 
were  particularly  struck  with  the  dissecting  room,  museum,  library 
and  examination  hall. 

Students  of  the  College  are  students  of  the  University  of  Durham, 
and  they  may  proceed  to  the  degrees  of  Bachelor  and  Doctor  in 
Medicine,  Bachelor  and  Master  in  Surgery,  and  Bachelor  and  Doc- 
tor in  Hygiene. 

The  Council  of  the  College  of  Medicine  took  a  great  interest  in 
the  Congress,  and  to  their  influential  support  a  large  measure  of  the 
success  of  the  meeting  is  due. 
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The  commodious  and  handsome  new  buildings  were  kindly 
placed  at  the  service  of  the  Society,  and  the  meetings  of  the  Congress 
were  held  in  the  large  examination  hall.  Various  members  of  the 
College  authorities  hospitably  entertained  large  parties  of  friends  to 
luncheon  on  the  Friday. 


Dr.  Ingus  Parsons  has  been  elected  an  Honorary  Fellow  of  the 
American  Electro-therapeutic  Association. 


Dr.  Robert  Barnes  has  been  elected  Honorary  Member  of  the 
Obstetrical  Society  of  Leipzig. 
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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  October  22,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair, 

Present  :  24  Fellows,  6  Visitors. 

The  following  was  proposed  for  election:  Dr.  Reginald 
Poulter,  London. 

The  following  were  elected  Fellows  of  the  Society :  Dr. 
Curry,  Dr.  Lucas,  Dr.  Strauss,  Dr.  Meek,  Dr.  Green  and  Dr. 
Zinke. 

Ovarian  Turnout •,  with  Complications.  By  J  AS.  Macpherson 
Lawrie,  M.D.,  Physician  to  the  Weymouth  Sanatorium 
for  Diseases  of  Women. 

Mrs.  H ,  a  fairly  strong  woman  of  thirty-seven.    She 

has  had  five  children,  the  youngest  nearly  five  years  of  age. 
Her  confinements  do  not  call  for  any  special  remark.  She 
never  had  a  miscarriage.  Periods  usually  appeared  every 
three  weeks,  lasted  about  four  days,  and  were  normal  in 
character.  She  always  suffered  a  good  deal  from  leucorrhcea. 
Her  illness  dates  back  for  about  two  years,  when  she 
noticed  a  slowly  increasing  enlargement  of  the  abdomen, 
rather  to  the  left  side.  This  gave  her  little  inconvenience  at 
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first  In  the  course  of  twelve  months  she  was  attacked  with 
peritonitis  associated  with  extreme  pain — "  agonising  pain  M 
she  calls  it — in  the  left  ovarian  region.  The  pain  was  constant, 
exceedingly  severe,  and  she  was  obliged  to  call  in  medical 
assistance.  The  symptoms  were  obstinate  but  eventually 
yielded  to  remedies,  and  the  pain  disappeared,  leaving  the 
general  enlargement  unaffected. 

For  two  or  three  months  she  remained  pretty  well,  then 
had  another  severe  attack  of  peritonitis,  lasting  for  eight  or 
nine  weeks.  She  was  again  relieved,  and  continued  to  im- 
prove for  some  months,  when  she  had  another  attack.  This 
one  was  more  serious,  the  pain  was  almost  unendurable,  the 
swelling  greater.  It  was  accompanied  by  high  fever  and 
delirium,  and  her  condition  became  critical  She  was  now 
tapped  with  great  relief,  and  several  quarts  of  dark  brown 
fluid  were  removed.  The  fever  gradually  subsided,  and  with 
it  the  delirium  and  other  symptoms,  but  for  some  time  she 
was  weak  and  ilL 

About  six  or  seven  weeks  after  the  tapping  she  came 
under  my  care.  I  found  the  abdomen  very  much  distended, 
with  marked  general  fluctuation,  universally  dull,  except  in 
the  right  flank.  On  vaginal  examination  the  os  was  found 
to  be  large,  congested  and  abraded.  The  sound  passed  three 
inches.  A  large  immovable  swelling  occupied  the  greater 
part  of  the  pelvis,  indistinctly  fluctuant,  and  pushing  the 
fundus,  which  was  rather  difficult  to  define,  over  to  the  right 
side.  I  came  to  the  conclusion  she  was  suffering  from  an 
ovarian  cyst,  either  unilocular  or  with  one  cavity  greatly 
predominating,  and  flattered  myself  I  would  probably  have  a 
simple  operation. 

On  the  6th  of  September,  with  the  able  assistance  ot 
several  of  my  colleagues,  I  cut  down  in  the  middle  line.  The 
tissues  bled  rather  more*  freely  than  usual,  and  a  good  many 
pressure  forceps  were  used.  While  proceeding  with  the 
greatest  care  a  spout  of  brown  fluid  suddenly  appeared. 
Assuming  that  I  had  perforated  the  sac  I  introduced  Spencer 
Well's  large  trocar,  and  about  two  gallons  of  dark  brown 
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fluid  were  easily  removed,  but  I  could  not  pull  up  anything 
like  a  sac  into  the  teeth  of  the  trocar.  The  wound  was  en- 
larged, and  on  introducing  my  hand  into  the  cavity  I  found  a 
large  quantity  of  partially  organised  inflammatory  tissue, 
which  was  removed,  and  as  the  intestines  protruded,  it 
became  obvious  that  I  had  been  exploring  the  cavity  of  a 
diseased  and  thickened  peritoneum — not  that  of  an  ovarian 
cyst  We  now  made  the  opening  much  larger,  and  after 
flushing  out  the  peritoneal  cavity  with  hot  water,  I  found  the 
cyst  occupying  the  greater  part  of  the  abdominal  cavity,  and 
extensively  adherent  to  liver,  bowels,  bladder,  &c.  Having 
thoroughly  satisfied  myself  on  this  point  I  introduced  the 
trocar — this  time  into  the  cyst — and  removed  about  two 
gallons  of  thick  brown  fluid  of  a  similar  character  to  that 
withdrawn  from  the  peritoneal  cavity.  I  attempted  to  ex- 
tract the  empty  cyst  without  success.  When  my  colleagues 
had  securely  grasped  it  on  each  side  I  enlarged  the  opening, 
washed  out  the  cavity,  and  again  attempted  extraction,  but 
without  being  able  to  accomplish  this  object,  the  adhesions 
being  exceedingly  strong  and  numerous.  The  next  step  was 
to  check  any  bleeding,  wash  out  and  clean  the  sac  of  the 
cyst,  and  abdominal  cavity.  I  then  stitched  the  edge  of  the 
cyst  all  round  to  the  edge  of  the  large  abdominal  wound 
except  at  one  point  on  the  left  side.  Through  this  aperture 
I  passed  a  glass  drainage  tube  into  the  abdominal  cavity,  and 
another  into  the  sac,  and  partially  closed  the  median  incision. 
The  wound  was  dressed,  the  abdomen  bandaged,  and  the 
patient  put  to  bed. 

This  was  a  long,  difficult,  and  unpromising  operation,  and 
at  the  close  we  felt  rather  hopeless  about  it.  The  patient's 
only  chance  was  drainage — as  perfect  as  it  could  be.  This 
was  accomplished  by  introducing  a  silver  catheter  alongside 
either  glass  tube  into  the  abdominal  cavity,  and  into  the  sac 
through  the  openings  purposely  left  large,  and  pumping  in  by 
means  of  a  Higginson  syringe  large  quantities*  of  weakly  car- 
bolised  water  till  the  blood  and  discharge  were  expelled,  and 
the  solution  ran  out  in  a  pure  stream  through  the  glass  tubes. 
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In  the  first  week  this  was  done  twice  daily.  India  rubber 
tubes  were  then  substituted  for  the  glass  ones,  and  the  same 
process  continued  once  daily.  The  greater  part  of  the  sac 
sloughed,  and  I  was  able  from  time  to  time  to  remove  large 
portions  of  it,  and  now  I  am  satisfied  that  it  has  been  almost 
entirely  extracted,  any  remaining  portions  having  been 
thoroughly  destroyed.  Gradually  the  tubes  were  shortened 
and  finally  removed.  The  discharge  rapidly  diminished,  and 
now  on  the  twenty-eighth  day  it  is  practically  nil,  the  wound 
almost  closed,  and  the  patient  sitting  up. 

Dr.  Fancourt  Barnes  said  the  case  related  by  Dr. 
Lawrie  went  to  prove  that  the  treatment  adopted  in  that 
instance  was  the  only  right  and  proper  way  of  dealing  with 
these  cases.  He  protested  against  the  too  prevalent  idea  that 
once  having  opened  the  abdomen  they  were  compelled  by  an 
amour  propre  of  the  surgeon  to  remove  something.  He 
had  lately  assisted  at  two  abdominal  sections,  in  both  of 
which  the  sac  had  been  sewn  to  the  abdominal  wound  and 
drained.  Both  had  recovered.  Both  would  most  likely  have 
died  if  any  attempt  to  tear  away  the  cysts  had  been  made. 

Mr.  REEVES  observed  that  in  cases  of  this  kind  the 
operator  ought  always  to  be  ready  for  conditions  not  exactly 
of  the  kind  he  expected.  He  asked  whether  Dr.  Lawrie  was 
sure  that  he  had  not  cut  in  the  first  instance  into  another  cyst, 
and  whether  if  it  were  really  the  peritoneal  cavity  from  which 
the  first  gush  of  fluid  escaped,  he  thought  the  peritonitis  was 
due  to  the  pressure  of  the  tumour  or  to  some  independent 
source,  such  as  tubercle. 

Dr.  Vincent  Dickinson  asked  whether  the  thickened 
peritoneum  was  otherwise  healthy,  *>.,  whether  there  were  any 
papillomatous  growths  ;  also  whether  Dr.  Lawrie  was  sure 
that  the  first  lot  of  fluid  did  not  come  from  a  cyst  which  had 
undergone  rupture,  the  other  being  a  secondary  cyst  of  the 
same  growth. 

Dr.  Lawrie,  in  reply,  said  he  was  perfectly  certain  that  it 
was  the  peritoneum  and  not  a  cyst,  because  he  had  introduced 
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his  hand  and  had  felt  and  drawn  out  the  intestines.  It  was  a 
thickened  and  diseased  peritoneal  cavity.  He  thought  the 
peritonitis  was  due  to  pressure  on  the  cyst — in  fact  that  it  was 
a  case  of  cyst  associated  with  chronic  peritonitis. 

Adjourned  Discussion  on  Ectopic  Gestation. 

Dr.  BANTOCK  congratulated  Dr.  Leith  Napier  upon  the 
success  which  had  so  far  attended  his  operation.  Although 
some  adverse  criticism  had  been  made  in  reference  to  the 
course  which  he  had  adopted,  he  himself  was  inclined  to 
think  that  it  was,  after  all,  the  proper  course  to  follow.  Had 
he  attempted  to  remove  the  cyst  it  would  have  involved  very 
extensive  enucleation,  and  probable  opening  of  the  peritoneal 
cavity.  He  therefore  entirely  agreed  with  the  mode  of  pro- 
cedure which  had  been  adopted.  Nor  did  he  think  Dr.  Napier 
was  wrong  in  attempting  to  attach  what  appeared  to  be 
the  gangrenous  walls  of  the  cyst  to  the  parietes,  because  it 
gave  the  only  chance  of  efficient  drainage.  The  case  brought 
forward  by  Mr.  Howard  Barrett  was  also  one  of  extreme  in- 
terest. It  was  an  example  of  one  of  those  disastrous  cases  in 
which  there  was  no  time  left  for  surgical  interference.  It 
opened  up  the  question  as  to  the  proper  time  for  surgical  in- 
terference in  these  cases  of  rupture  and  haemorrhage.  No  one 
would  pretend  that  the  general  practitioner,  so  soon  as  he 
suspected  the  rupture  of  a  tubal  gestation,  should  consider 
himself  justified  in  opening  the  abdomen.  Not  only  would  his 
diagnosis  be  uncertain,  but  he  would  not,  in  all  probability, 
have  the  necessary  experience.  In  Dr.  Barrett's  case  the  time 
lost,  even  in  securing  his  attendance,  was  of  fatal  importance, 
and  would  equally  have  been  lost  in  preparing  for  an  opera- 
tion of  this  magnitude.  He  cordially  echoed  Dr.  Barrett's 
words  : "  In  the  state  in  which  the  patient  was  I  could  not 
advise  operation,  and  I  envy  the  nerve  of  the  man  who  would 
have  done  it,  and  more  so  still  that  of  him  who  would  have 
carried  it  out."  He  did  not  think  it  would  be  advisable  to 
operate,  assuming  the  possibility  of  doing  so  under  a  rare 
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combination  of  circumstances,  while  the  patient  was  in  a 
state  of  collapse.  The  effect  of  collapse  was  to  diminish  the 
force  of  the  heart's  action,  and  to  slow  the  blood  current,  and 
thus  to  favour  the  arrest  of  the  haemorrhage  by  coagulation, 
and  allow  of  the  reaction.  It  was  all  very  well  to  say  that  it 
was  one  of  the  first  principles  of  surgery  to  stop  a  bleeding 
vessel.  That  principle  did  not  apply  in  these  cases.  If  the 
bleeding  vessel  were  placed  superficially,  so  that  the  cause  and 
source  of  the  haemorrhage  which  was  threatening  the  patient's 
life  could  be  seen,  common  sense  would  suggest  tying  the 
vessel.  It  was  quite  another  matter  when  one  had  to  do  with 
an  obscure  condition,  such  as  the  rupture  of  an  ectopic  gesta- 
tion. The  case  was  not  so  plain,  and  one  required  time  to 
consider  the  case  in  all  its  aspects.  In  all  cases  a  certain  time 
must  elapse  before  the  patient  could  see  the  surgeon  ;  one 
ought,  therefore,  to  wait  for  signs  of  reaction.  That  was  time 
enough  to  interfere.  The  more  marked  the  reaction  the  greater 
the  chance  of  success.  He  mentioned  a  case  of  his  own  in 
which  the  patient  was  in  a  state  of  collapse  when  first  seen, 
some  twelve  hours  after  the  occurrence.  It  was  probably  for- 
tunate that  he  had  been  unable  to  operate  at  once.  He  made 
arrangements  for  her  immediate  removal  to  the  hospital.  It 
was  late  at  night  before  she  came,  and  ere  the  morning  it  was 
evident  that  reaction  was  being  established.  On  that  day  she 
had  so  far  improved  that  he  performed  the  operation  with 
success,  yet  the  collapse  had  been  so  marked  that  the  patient 
had  no  recollection  of  having  been  removed  to  the  hospital, 
or  being  placed  upon  the  table.  As  much  as  six  pints  of  blood 
and  clots  were  removed  from  the  abdomen,  yet  she  recovered 
perfectly,  without  a  bad  symptom.  He  doubted  very  much 
whether  he  would  have  obtained  as  satisfactory  a  result  if 
he  had  interfered  in  the  first  instance.  Passing  on  to  discuss 
the  existence  of  ovarian  pregnancy,  he  said  that  nothing  short 
of  direct  proof  would  convince  him  of  the  possibility.  He  had 
never  seen  anything  to  warrant  a  belief  in  this  condition,  nor 
did  he  know  of  a  single  well-authenticated  case  pointing  to 
this  conclusion.    He  would,  however,  leave  that  to  Mr.  Bland 
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Sutton  to  discuss.  The  most  interesting  case,  perhaps,  was 
that  narrated  by  Dr.  Mendes  de  Leon.  It  was  the  exact 
counterpart  of  a  case  which  he  himself  had  last  year,  in 
which  ectopic  gestation  had  taken  place  in  the  right  tube. 
The  patient  was  a  lady  residing  in  India,  and  after  some 
weeks  of  serious  illness  she  recovered  sufficiently  to  come 
home,  but  in  a  very  dilapidated  condition.  He  had  to  keep 
her  under  treatment  for  several  weeks  before  he  could  venture 
to  operate.  He  found  a  tumour  the  size  of  a  child's  head  in 
the  right  side  of  the  pelvis,  into  which  he  passed  a  trocar.  As 
nothing  came  away,  he  opened  it,  and  came  upon  a  firm  sub- 
stance like  blood  clot.  He  cleared  this  out,  and  then  came 
upon  a  cavity  containing  a  black  fluid.  When  the  cyst  had 
partially  collapsed  he  proceeded  to  separate  it  from  its  ad- 
hesions. He  succeeded  in  obtaining  a  good  pedicle  from  the 
right  Fallopian  tube.  He  had  diagnosed  beforehand  possible 
rupture  of  an  extra-uterine  gestation,  but  was  disappointed 
not  to  find  the  foetus.  He  proceeded  to  examine  the  left  side 
of  the  pelvis.  He  found  nothing  there,  but  his  knuckles 
rubbed  against  something  in  the  left  iliac  fossa — an  irregular 
body,  somewhat  hard,  which  had  to  be  separated  from  its  ad- 
hesions. When  he  got  it  out  he  found  it  was  a  flattened  foetus, 
the  size  of  the  two  hands,  surrounded  by  its  membranes  and 
with  the  cord  hanging  out.  It  was  quite  evident  that  this 
came  from  the  tumour  on  the  right  side,  although  there  was 
no  apparent  opening.  The  specimen  was  at  the  Royal  College 
of  Surgeons,  and  the  patient  had  just  returned  to  India  in 
perfect  health. 

Mr.  Bland  Sutton  said  that  the  case  so  carefully  re- 
ported by  Dr.  Mendes  de  Leon  was  one  of  some  importance, 
and  though  he  took  a  deep  interest  in  the  subject  of  tubal 
pregnancy,  in  its  clinical  as  well  as  its  pathological  aspect,  he 
would  on  the  present  occasion  restrict  his  remarks  to  the 
latter  side  of  the  question.  In  the  report  of  the  case  two 
views  were  suggested  in  order  to  explain  the  presence  of 
the  foetus  in  the  peritoneal  cavity.  The  first  view  was  that 
the  embryo  may  have  been  discharged  from  the  tube  at 
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an  early  period  of  the  pregnancy,  and  became  engrafted  on 
the  peritoneum.  This  did  not  call  for  serious  considera- 
tion. That  there  is  not  the  slightest  reliable  evidence  to  show 
that  an  impregnated  ovum  can  develop  in  this  way — indeed, 
even  the  teachers  of  midwifery  will  by  and  by  wonder  how- 
ever they  could  have  believed  that  an  embryo  could  develop 
upon  the  peritoneum.  This  so-called  abdominal  gestation, 
like  ovarian  gestation,  is  founded  on  imperfect  observations. 
He  was  of  opinion  that  Dr.  Mendes  de  Leon's  second  sugges- 
tion was  probably  the  correct  one,  viz.,  that  the  gestation 
proceeded  to  the  sixth  month,  when  secondary  peritoneal 
rupture  occurred,  and  the  foetus  was  discharged  from  the 
gestation  sac  into  the  peritoneal  cavity,  accompanied  by 
slight  haemorrhage  and  became  slowly  mummified. 

It  must  be  borne  in  mind,  in  discussing  this  case,  that 
we  are  not  in  possession  of  all  the  facts,  because  fortunately 
the  patient  recovered,  and  though  the  evidence  obtained  by 
an  abdominal  section  in  such  cases  is  very  valuable  indeed, 
nevertheless  it  does  not  compare  with  the  accuracy  obtainable 
by  an  autopsy  when  properly  conducted. 

The  errors  which  arise  when  attempts  are  made  to  support 
untenable  theories  by  observations  on  imperfect  specimens 
are  very  great  Recently  the  distinguished  professor  of 
pathology  in  the  Aberdeen  University  published  the  details 
of  a  dissection  of  a  cat,  in  whose  peritoneal  cavity  he  found 
four  encysted  kittens,  whose  presence  in  that  situation  he 
attempted  to  explain  on  the  principles  of  abdominal  preg- 
nancy. Such  views  emanating  from  high  authority  being 
likely  to  work  mischief,  he  had  ventured  to  criticise  the 
opinion,  and  in  McFadyean's  Journal  of  Comparative  Medi- 
cine and  Surgery  for  July,  1 891,  he  had  pointed  out  the  flaws 
in  the  evidence  due  to  imperfections  in  the  specimens,  and  he 
had  attempted  to  show  that  the  kittens  were  originally  con- 
tained in  the  uterus,  and  escaped  thence  into  the  peritoneum 
in  consequence  of  rupture  of  the  uterus.  It  is  a  fact  that  if 
a  foetus  intra-  or  extra-uterine  be  discharged  into  the  peri- 
toneal cavity  with  only  a  small  loss  of  blood,  the  animal 
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may  survive  the  shock,  and  unless  air  or  intestinal  gases 
gain  access  to  the  foetuses  they  will  become  mummified. 
The  facts,  as  reported  in  the  case  the  subject  of  our  discus- 
sion, are  consonant  with  such  a  view.  He  further  remarked 
that  there  is  not  the  slightest  evidence  to  support  the  opinion 
that  this  embryo  developed  on  the  peritoneum,  or  that  the 
foetus  grew  after  it  severed  its  connections  with  the  placenta. 
The  absence  of  the  ovary,  even  supposing  that  it  could  be 
demonstrated,  did  not  prove  anything  in  favour  of  its  having 
been  an  ovarian  pregnancy.  As  well  might  they  say  that  the 
pregnancy  had  taken  place  in  the  vermiform  appendix,  when 
perchance  that  structure  could  not  be  found. 

Before  sitting  down  he  asked  permission  to  refer  to  some 
remarks  which  Dr.  Leon  made  in  regard  to  the  tubal  placenta. 
He  had  worked  very  closely  at  the  mode  of  formation  of 
this  organ  when  development  occurs  in  the  tube,  and  he  had 
satisfied  himself  that  in  tubal  pregnancy  the  decidua  forms 
in  the  uterine  cavity,  and  that  the  tubal  placenta  is  formed 
entirely  of  foetal  structures.  Some  time  ago  he  carried  out 
a  series  of  comparisons  in  order  to  ascertain  if  the  tubal 
placentation  was  in  any  way  homologous  with  that  which 
pertains  in  Edentates  and  similar  archaic  mammals,  but  with- 
out success.  Dr.  Berry  Hart  has  attempted  to  carry  out  a 
similar  research,  and  Dr.  Leon  has  ideas  in  the  same  direc- 
tions. He  thought,  however,  it  was  a  mistake  to  attempt  to 
urge  that  because  the  placenta  is  constructed  on  such  a 
simple  plan,  it  is  therefore  an  inefficient  organ.  The  reason 
of  the  defective  development  of  extra-uterine  children  is  due 
to  the  serious  vicissitudes  to  which  a  tubal  placenta  is  liable, 
and  not  to  faulty  construction.  The  slow  change  of  position 
or  migration  which  it  undergoes  when  lying  above  the  foetus, 
and  the  unsuitable  character  of  the  tissues  with  which  it  lies 
in  relation  when  situated  below  the  foetus,  and  the  frequent 
irruptions  of  blood  into  its  substance,  are  quite  sufficient  to 
impair  its  function  and  thus  seriously  impair  the  vitality  of 
the  foetus. 

Mr.  Reeves  said  that  the  question  arising  out  of  the  non- 
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interference  in  Dr.  R.  Barrett's  case  opened  up  a  wide  field 
for  discussion.    Speaking  as  a  surgeon,  and  looking  at  the 
case  as  an  outsider,  he  would  certainly  have  felt  disposed  to 
operate  at  once.    The  rule  was,  if  the  patient  were  bleeding 
and  moribund  it  was  their  duty  to  operate,  as  giving  her  one 
last  chance  of  escaping  her  fate.     At  the  same  time  it  was 
quite  in  accordance  with  surgical  and  common  sense  that  if 
one  did  not  know  exactly  what  was  the  matter  it  would  be 
wiser  to  hold  one's  hand,  for  if  the  patient  died  no  blame 
would  be  attached  to  the  surgeon,  whereas  if  he  operated,  no 
matter  how  desperate  her  condition  at  the  time,  her  death 
would  be  ascribed    to    the    operation.      The    pathological 
question  was  much  more  interesting.     He  mentioned  a  case 
which  had  come  under  his  observation,  in  which  from  careful 
observation  he  had  little  doubt  as  to  the  possibility  of  an 
ovarian  pregnancy.     He  had  opened  the  anterior  layer  of  the 
broad  ligament,  and  there  they  had  found  the  foetus  beyond 
full  time  and  removed  the  remains  of  the  membranes  with  the 
cord.    They  searched  for  the  ovary  and  there  was  none.     He 
asked  what  explanation  could  be  given  of  this  fact    There 
was  not  the  slightest  evidence  of  the  gestation  having  been 
primarily  tubal.    The  Fallopian  tube  was  perfect     He  urged 
that  they  ought  not  to  jump  to  such  a  conclusion  on  the 
strength  of  an  assertion  by  a  pathologist,  no  matter  how  ex- 
perienced and  eminent    The  pathologists  could  not  prove 
their  case,  while  he  himself  and  Dr.  Barrett  on  the  other  hand 
had  this  evidence  before  them.     If  they  would  tell  him  the  pro- 
portion of  cases  in  which  the  ovary  was  absent  or  in  which  there 
was  an  accessory  ovary,  he  might  be  inclined  to  rally  to  their 
opinion,  although  the  difficulty  of  explaining  his  own  and  Dr. 
Barrett's  cases  would  still  be  great ;  but  to  say  that  because 
Mr.  So-and-So  could  not  bring  himself  to  see  and  understand 
the  evidence  therefore  they  must  jump  to  the  opposite  con- 
clusion, was  irrational,  and  he  for  one  declined  to  be  coerced 
into  such  a  line  of  reasoning.    These  cases  convinced  him  of 
the  possibility — nay  the  actuality— of  an  ovarian  pregnancy. 
Dr.  ROUTH,  in  reference  to  Mr.  Sutton's  assertion  that  it 
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was  impossible  for  a  foetus  to  contract  adhesions  to,  and  derive 
its  nourishment  from,  the  peritoneum,  asked  how  it  was  that 
various  kinds  of  tumours  not  connected  with  the  uterus  went 
on  growing  by  means  of  the  nourishment  they  derived  from 
the  peritoneum.  If  this  were  possible  in  the  case  of  tumours, 
why  not  in  the  case  of  a  child  ?  Then  again,  in  the  event  of 
the  rupture  of  a  tubal  pregnancy  with  very  little  bleeding, 
what  was  to  prevent  the  foetal  membranes  from  contracting 
adhesions  to  the  peritoneum,  upon  which  the  placenta  might 
extend  ?  He  failed  to  see  any  reason  why  this  should  not 
occur.  If,  after  the  parts  had  become  completely  organised, 
it  could  not  be  made  out  where  the  sac  had  ruptured,  that 
was,  after  all,  only  what  was  to  be  expected.  Then,  in  cases 
of  ventral  pregnancy,  membranes  shed  previously  per  vaginam 
must  have  existed  in  the  cavity  of  the  uterus  at  first,  and  the 
fact  that  the  ovary  had,  in  the  complete  alteration  of  parts, 
disappeared,  really  did  not  go  for  anything.  As  to  the  com- 
parison with  the  vermiform  appendix,  he  said  this  was  hardly 
the  spot  where  they  would  expect  to  find  the  sac  of  an 
ectopic  gestation — at  least,  he  himself  would  not  look  out  for 
it  there. 

Dr.  Heywood  Smith  called  attention  to  the  peculiarity  of 
the  placenta  in  Dr.  Barrett's  case.  It  appeared  to  have  been 
broken  up  into  cotyledonous  portions,  isolated  from  each 
other,  and  functionally  distinct  from  the  portion  to  which  the 
cord  was  attached.  He  asked  Mr.  Sutton  whether  he  knew  of 
any  case  in  which  the  sac  had  ruptured,  and  the  foetus  alone 
had  been  extruded,  and  whether  the  placenta  had  remained 
behind  and  gone  on  growing.  He  asked  whether,  as  a  matter 
of  fact,  the  nourishment  was  not  really  taken  from  the 
omental  vessels.  He  remembered  a  cyst  which  had  become 
dissociated  from  its  ordinary  pedicle,  and  had  attached  itself 
to  the  omentum,  from  which  it  drew  its  blood  supply. 

Mr.  BLAND  SUTTON,  in  reply  to  Dr.  Heywood  Smith,  said 
he  knew  of  three  cases  in  which  the  foetus  alone  was  extruded, 
the  placenta  retaining  its  proper  connection  with  the  sac— one 
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by  Mr.  Jessop,  one  recorded  by  Dr.  Champneys,  and  one  by 
Mr.  Taylor.  The  last-named  was  originally  published  as  a 
case  of  abdominal  pregnancy,  but  fortunately  he  had  an 
opportunity  of  examining  the  placenta,  and  had  succeeded  in 
demonstrating  the  presence  of  the  remains  of  the  amniotic  sac 
upon  it  Had  it  not  been  for  that  it  would  probably  have 
been  regarded  by  some  as  a  case  of  a  foetus  being  developed 
among  the  intestines  without  a  sac,  which  was  obviously 
absurd. 

Dr.  BANTOCK  referred  to  the  well-known  case  recorded  by 
Dr.  Jervis  as  one  of  abdominal  pregnancy  with  the  placenta 
about  the  brim  of  the  pelvis.  It  was  evident  that  the  sac  had 
ruptured,  leaving  the  placenta  inside. 

Mr.  Barrett,  in  reply,  expressed  the  pleasure  he  felt  at 
having  the  weight  of  such  an  eminent  authority  as  that  of 
Dr.  Bantock  on  his  side  in  reference  to  the  course  he  had 
adopted.  With  regard  to  the  question  of  ovarian  pregnancy — 
when  he  put  the  expression  "  probably  ovarian  "  at  the  head 
of  his  paper,  it  was  rather  from  a  thirst  for  knowledge  than 
from  any  desire  to  state  and  maintain  a  thesis.  He  confessed 
that  his  desire  for  information  on  this  point  had  been  disap- 
pointed. The  utterances  of  the  great  authorities  had  been 
purely  destructive  in  their  criticism.  Mr.  Sutton  was  a 
pathologist  against  whom  he  would  certainly  not  wish  to  enter 
the  lists,  but  though  that  gentleman  had  laid  it  down  ex 
cathedrd  that  they  might  dismiss  the  subject  of  ovarian  preg- 
nancy, he  did  not  say  why,  and  this  was  precisely  what  they 
now  wished  to  learn.  He  was  quite  sure  that  the  case  he  had 
examined  was  not  one  of  tubal  gestation.  The  examination 
was  made /or/  mortem^  and  was  carried  out  with  the  greatest 
care.  He  had  examined  the  right  tube  in  every  portion,  yet 
nothing  in  the  slightest  degree  indicating  that  it  had  been  the 
site  of  an  ectopic  gestation  could  be  detected.  Assuming,  for 
the  sake  of  argument,  that  this  might  have  been  a  case  of 
abdominal  pregnancy,  in  which  the  ovary  had  been  obliterated, 
or  absorbed  by  pressure,  how  was  it  that  the  tube  had  not 
been  in  like  manner  removed  ?  The  questions  to  which  he  had 
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hoped  to  have  some  answer  were :  (1)  What  had  become  of 
the  ovary  ?  (2)  Of  what  class  of  gestation  was  the  case  ? 
(3)  Why  was  ovarian  pregnancy  not  possible  ? 

Dr.  Leith  Napier,  in  reply,  said  that  the  questions  con- 
cerning tubal  pregnancy  had  been  sufficiently  dealt  with  by 
various  speakers.  He  would  therefore  confine  his  remarks 
to  some  points  specially  relative  to  abdominal  ectopic  gesta- 
tion. He  felt  indebted  to  Dr.  Mansell  Moullin  for  the  speech 
made  at  the  last  meeting — not  that  he  could  accept  Dr. 
Moullin's  conclusions  or  recommendations,  but  because  in 
consequence  of  some  assertions  made  in  that  speech  he  had 
undertaken  a  more  precise  inquiry  into  facts  than  he  might 
otherwise  have  done.  As  to  frequency,  the  table  he  held  in 
his  hand,  compiled  from  the  records  of  nine  of  the  most  im- 
portant hospitals  extending  over  the  last  three  years,  gave  nine 
cases  of  abdominal  gestation  advanced  beyond  the  sixth  month 
treated  by  laparotomy.  The  figures  obtained  were  as  follows : — 


Hospital. 
University  College 
St.  Thomas's  ... 


Bartholomew's 

vUY  5     «  *  .  . . .  ■•■ 


Samaritan 
King's  College 


■••        ••• 


London 

Middlesex       

Chelsea  (for  women)... 


Total... 


Mo.  of  Cases. 


2 
2 


Result. 


Recovered. 

2 


Died. 


I 
I 


2 
I 


Remarks. 

Placenta  empty  of 
blood,  in  both  re- 
moved at  opera- 
tion. 

Sepsis  after  opera- 
tion. 

Primary  Opera- 
tion; child 
saved;  well- 
formed. 

Patient  recently 
operated  on,  now 
convalescent. 


Death  from  violent 
haemorrhage  day 
after  operation. 


Of  course  it  was  very  difficult  to  obtain  exact  statistics, 
and  he  admitted  that  it  was  possible  one  or  two  cases  might 
have  been  overlooked.  Still  the  small  number  of  cases  estab- 
lished the  inaccuracy  of  Dr.  Moullin's  belief  that  abdominal 
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pregnancy  was  a  condition  of  comparative  frequency.  Dr. 
Moullin  mentioned  that  last  year  "they  had  two  or  three 
cases  in  Soho  Hospital/'  so  that  he  and  his  colleagues  were  to 
be  congratulated  upon  their  exceptional  experience.  He 
ventured  to  think  that  another  assertion  of  Dr.  Moullin's,  viz., 
"  that  it  was  of  little  consequence  whether  the  cases  were 
diagnosed  or  not,  whether  the  abdominal  enlargement  was 
due  to  ovarian  cyst  or  ectopic  pregnancy "  was  contradicted 
by  the  fact  that  Soho  Hospital  might  have  had  another  case 
to  add  to  the  list  had  more  precise  diagnosis  been  employed. 
He  referred  to  a  patient  who  had  attended  at  Soho,  then 
gone  to  King's  College  Hospital,  where  her  condition  was 
discovered,  and  where  abdominal  section  had  been  performed 
upon  her  a  week  ago.  He  then  proceeded  to  discuss  the 
question  as  to  whether  operators  should  select  the  primary  or 
the  secondary  operation.  He  raised  the  question  whether 
it  was  worth  while  operating  in  hopes  of  obtaining  a  living 
child  whenever  full  time  had  arrived,  or  whether  it  was  wiser 
to  wait  until  the  foetus  was  dead,  and  the  placenta  presumably 
emptied  of  blood;  or  should  they  wait  longer  until  some 
symptoms  of  urgency  had  arisen.  In  the  foregoing  table  only 
one  operation  was  primary.  The  child  was  saved,  and,  contrary 
to  the  general  experience,  it  was  strong  and  well  formed.  Un- 
fortunately the  mother  died  of  haemorrhage.  All  the  other 
cases  were  secondary,  but  here  it  was  necessary  to  draw  a 
distinction,  for  there  were  some  exceptional  cases  in  which,  at 
any  rate  for  a  comparatively  long  time,  the  placenta  continued 
to  grow  after  the  death  of  the  foetus.  Now  if  they  operated 
soon  after  the  evidence  of  foetal  death  they  might  find  the 
placenta  fresh  and  full  of  blood,  and  if  they  attempted  to 
detach  it  one  might  expect  serious  and  often  fatal  haemor- 
rhage. On  the  other  hand,  if  the  operation  were  deferred  until 
a  late  secondary  period — that  is  to  say  until  such  time  as  they 
might  reasonably  expect  to  find  the  placenta  emptied  of  blood 
and  detached— other  risks  were  encountered.  What,  he  asked, 
were  the  dangers  of  non-interference  ?  Sepsis,  peritonitis  or 
exhaustion  might  occur.    Dr.  Inglis  Parsons  had  questioned 
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the  assertion  that  his  recorded  case  was  suffering  from  septi- 
caemia, and  theorised  that  the  patient  "  could  not  have  made 
the  good  recovery  she  did  had  this  existed."  This  doubt  was 
based  purely  on  abstract  theory  and  imperfect  acquaintance 
with  the  facts.  As  a  matter  of  fact,  Dr.  Parsons  did  not  see 
the  patient  or  hear  of  her  until  she  was  convalescent.  Had 
he  done  so  the  question  would  not  have  been  raised  ;  though 
he  might  have  been  quite  as  much  surprised  and  gratified  at 
the  patient's  recovery. 

Having  arrived  at  the  point  where  one  must  interfere  they 
had  to  determine  how  to  deal  with  the  placenta.  There  were 
three  possible  courses,  each  of  which  was  applicable  in  par- 
ticular cases — to  remove  the  placenta  when  it  was  detached 
or  easily  detachable  and  could  be  separated  without  much 
haemorrhage.  This  had  been  done  frequently  with  success, 
but  other  cases  had  died  in  consequence  of  attempts  having 
been  made  to  peel  off  the  placenta.  It  was  worthy  of  note 
that  more  deaths  were  due  to  post-operation  haemorrhage 
than  to  sepsis.  The  second  plan  was  to  leave  the  placenta 
and  drain  the  sac.  The  third  course  was  to  cut  off  the  cord, 
leave  the  placenta  and  close  the  sac.  He  would  revert  to 
these  two  methods  again  when  speaking  of  the  method  of 
operation.  Haemorrhage  might  occur  although  the  placenta 
had  not  been  removed;  attempted  removal  had  in  several 
instances  resulted  in  fatal  bleeding.  This  was  notably  the 
case  when  the  sac  was  deficient.  Certain  authorities  were 
strongly  of  opinion  that  in  abdominal  pregnancy  the  sac  was 
always  composed  of  distended  broad  ligament.  It  was  how- 
ever evident  that  this  view  though  so  far  correct  was  only 
partly  true,  for  the  peritoneum  became  partly  stripped  up  and 
went  to  form  part  of  the  sac,  the  uterine  platysma  might  also 
belong  to  it,  and  as  a  matter  of  observation  it  was  found  that 
there  were  several  abdominal  pregnancies  which  were  not 
extra-peritoneal,  but  were  contained  inside  the  abdominal 
cavity  or  communicated  with  structures  which  lay  inside  the 
peritoneum.  Therefore  in  abdominal  pregnancy  it  was  not 
only  rash  surgery  to  remove  the  gestation  sac  but  in  the 
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majority  of  cases  it  might  be  attempting  the  impossible.  In 
tubal  pregnancy  it  was  quite  another  matter.  He  thought  that 
closure  of  the  sac  without  drainage  was  more  likely  to  remain 
a  theoretical  suggestion  than  to  become  a  practical  method 
To  cut  off  the  cord  when  they  had  to  leave  the  placenta  was 
doubtless  right  but  if  they  closed  the  sac  they  might  have 
fatal  concealed  haemorrhage  or  the  patient  might  rapidly 
become  septic  Leaving  the  placenta  behind  was  no  new 
idea ;  it  was  at  least  fifty  years  old.  Closing  the  sac  with- 
out drainage  had  yet  to  be  demonstrated  to  be  good  practice. 
He  advised  that  the  sac  should  be  fixed  to  the  abdominal 
wall,  drained,  and  if  need  be  stuffed  with  antiseptic  gauze 
which  would  not  only  act  as  a  drain  but  also  maintain 
internal  pressure  and  prevent  haemorrhage.  In  such  cases  as 
the  one  he  had  related,  where  septic  peritonitis  and  a  faecal 
fistula  existed,  drainage  was  an  absolute  necessity.  He 
believed  that  with  a  fresh  placenta  the  great  risk  of  haemor- 
rhage caused  drainage  to  be  equally  advisable,  but  if  we 
drained  in  those  cases  we  must  keep  the  dressings  strictly 
aseptic;  after  twenty-four  or  forty-eight  hours  it  might  be 
possible  to  remove  the  drain  and  allow  the  opening  to  heal 
up.  In  the  event  of  any  oozing  it  would  be  wise  to  continue 
drainage  either  by  a  tube  or  by  antiseptic  gauze:  When  the 
placenta  could  be  removed  wholly  without  haemorrhage  and 
when  there  was  no  reason  to  suspect  sepsis  it  was  possible 
that  we  might  safely  dispense  with  drainage.  Yet  even  in 
these  cases  the  risks  of  bleeding  were  considerable,  and  a 
short  period  of  drainage  would,  if  properly  carried  out,  do 
no  harm  and  possibly  prevent  post-operation  trouble.  The 
incision  was  usually  made  in  the  middle  line ;  recent  opinions 
indicated  that  this  was  wrong,  and  it  had  been  suggested  that 
two  or  three  inches  to  the  side  of  the  mid-line  was  preferable, 
inasmuch  as  by  this  method  the  abdominal  peritoneum  need 
not  be  opened  in  intraligamentous  pregnancy.  Well,  this 
might  or  might  not  be  correct,  that  it  was  always  right  was 
open  to  question.  Personally  he  thought  the  manner  of  oper- 
ating as  we  are  accustomed  to  do  in  other  abdominal  tumours 
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would  be  found  the  most  rapid  and  the  best  What  did 
it  matter  whether  the  peritoneum  was  opened  or  not  if  we 
operated  in  our  usual  way  with  confidence  and  clean  hands 
and  instruments  ?  After  all  it  would  be  found  necessary  to 
open  the  abdominal  peritoneum  in  certain  cases  where  the 
foetus  had  escaped  from  between  the  folds  of  the  ligament. 
He  had  not  time  to  do  more  than  mention  that  doing  a 
double  operation,  primary  to  save  the  foetus,  and  secondary  to 
remove  the  placenta  if  subsequent  trouble  arose,  was  doubt- 
less the  ideal.  Still  on  the  whole  the  foetus  was  a  very  small 
consideration  and  secondary  operation  seemed  as  yet  to  give 
the  mother  the  best  chance. 

He  thanked  the  Society  for  the  very  kind  manner  his 
paper  had  been  received,  especially  Dr.  Bantock  and  Dr. 
Fancourt  Barnes  for  their  welcome  words ;  and  he  congratu- 
lated the  readers  of  the  other  papers  and  the  Society  on  the 
valuable  discussion  which  the  narration  of  the  cases  had 
given  rise  to.  He  might  in  conclusion  say  that  his  patient 
had  now  left  the  hospital  for  her  own  home  and  was  strong 
and  well. 

The  Society  then  adjourned. 
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Thursday,  November  12,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  28  Fellows,  2  Visitors. 

The  following  were  proposed  for  election:  Dr.  Hugh 
Wood,  Highgate;  Dr.  H.  J.  Cummings,  Toronto ;  Dr.  G.  A. 
Masters,  London. 

The  following  was  elected  a  Fellow  of  the  Society  :  Dr. 
R.  Poulter. 

Dr.  Leith  Napier  showed  and  described  a  new  tampon. 

Dr.  Heywood  Smith  was  opposed  to  all  made-up  tampons. 
It  was  impossible  for  the  patient  herself  properly  to  apply  a 
tampon  to  her  cervix.  They  were  of  no  use  unless  large  and 
loose,  and  unless  they  were  properly  applied  round  the  cervix 
with  forceps. 

Dr.  Dickinson  asked  if  Dr.  Napier  had  used  these  tam- 
pons extensively.  He  had  found  that  patients  with  these 
made-up  tampons  complained  that  they  dropped  out,  or  that 
they  got  so  low  that  they  were  painful,  and  they  were  then 
obliged  to  remove  them.  Did  Dr.  Napier  claim  that  with  a 
tampon  applied  by  the  patient  herself  the  full  medicinal  effect 
of  the  drug  with  which  they  were  charged  could  be  obtained  ? 

Dr.  PARSONS  had  given  up  tampons  after  extensive  trial,  as 
he  felt  that  they  did  no  good,  and  if  any  local  application  were 
necessary  it  would  be  better  to  apply  it  directly. 

Dr.  Leith  Napier,  in  reply,  said  he  had  devised  these  for 
out-patient  practice  where  one  required  the  local  application 
of  a  glycerine  plug.  He  had  only  six  weeks'  experience  with 
them,  and  they  were  not  perfect  yet,  as  they  cracked  and 
melted  too  soon.  He  held  that  it  was  an  elegant  method  of 
applying  ichthyol  if  it  was  of  any  use  at  all. 
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On  Maternal  Conditions  in  Congenital  Syphilis.  By  THOMAS 
W.  Nunn,  F.R.C.S.,  Consulting  Surgeon  to  the  Middle- 
sex Hospital. 

Pathological  laws  supposed  to  govern  the  advent  and 
progress  of  the  phenomena  of  hereditary  and  of  infantile 
syphilis  have  been  enunciated,  and  by  repetition  widely  pro- 
mulgated; but  it  may  be  suspected  that  the  alleged  facts 
which  are  said  to  have  revealed  such  laws  have  been  more  or 
less  but  opinions  and  conjectures,  for  of  all  diseases  syphilis  is 
one  of  the  most  capricious  and  irregular  in  its  manifestations. 
At  the  discussion  on  syphilis  at  the  Pathological  Society  Dr. 
Wilks  said,  "  There  is  not  a  disease  like  it  in  our  nosology ; " 
and  Mr.  G.  D.  Pollock,  the  President,  further  said  that,  "  when 
we  have  to  deal  with  such  a  poison  as  syphilis,  I  think  we 
must  look  at  it  entirely  as  a  disease  per  se" 

The  far-reaching  mischief  of  syphilis  in  the  woman  by  the 
resulting  contamination  of  her  offspring  offers  a  problem  of 
momentous  importance  which  has  still  to  be  thoroughly 
solved.  The  arriving  at  all  the  facts  in  cases  of  hereditary 
syphilis  is  often  difficult  in  a  variety  of  ways,  and  sometimes 
it  is  only  by  a  fortuitous  concurrence  of  circumstances  that 
these  facts  are  laid  bare.  The  degrees  with  which  and  the 
mode  in  which  the  state  of  the  maternal  blood,  the  condition 
of  the  uterine  and  allied  tissues,  affect  the  ovum  of  a  woman 
the  subject  of  constitutional  syphilis,  and  the  part  played  by 
the  placenta  in  a  syphilitic  pregnancy,  demand  further  inves- 
tigation ;  and  there  still  is  some  divergence  of  opinion  as  to 
whether  the  sperm  of  a  once  syphilised  man  can  at  any  time 
and  at  all  times  poison  the  woman  indirectly  through  the 
medium  of  the  ovum  or  foetus.  Assuming  such  poisoning  to 
be  possible,  we  thus  have,  in  the  consideration  of  the  maternal 
relations  of  hereditary  syphilis,  the  mother  on  the  one  hand, 
and  a  possibly  contaminated  ovum  on  the  other ;  since  im- 
mediately the  ovum  is  fertilised,  it  is  no  longer  exclusively 
of  the  mother.  Infection  of  the  foetus  by  the  blood  of  a 
syphilitic  mother  would  seem  to  be  inevitable ;   nevertheless 
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anomalies  have  been  recorded.  Where  the  woman  has  been 
the  subject  of  direct  infection  previously  to  conception  the 
road  by  which  the  disease  shall  reach  the  progeny  would 
seem  short.  But  we  have  to  ask,  when  does  the  noxious 
quality  of  the  blood  first  begin  to  injure  the  ovum  ?  Is  the 
ovum  already  syphilised  when  about  to  pass  into  the  uterus? 
Is  it  syphilitic  in  the  sense  in  which  the  seminal  particles  of 
a  syphilised  male  are  supposed  to  be  syphilitic  ?  Does  the 
ovum,  so  to  speak,  carry  its  own  syphilis,  or  is  the  con- 
tamination commenced  only  when  it  begins  to  absorb  the 
maternal  juices  from  the  uterine  walls  ? 

The  specific  action  of  constitutional  syphilis  in  the 
woman,  however  derived,  may  declare  itself  in  the  repro- 
ductive organisation,  including  the  placenta,  by  giving  rise  to 
endometritis,  to  interstitial  metritis,  and  to  changes  limited  to 
the  cervix.  The  placenta  is  involved  by  the  endometritis 
persisting  during  pregnancy,  and  complications  as  regards  the 
foetus  are  entailed.  Since  Dr.  Robert  Barnes  led  the  way  in 
the  study  of  the  pathology  of  the  placenta,  Dr.  Wilks  and 
others  have  described  syphilitic  changes  in  that  body.  Dr. 
More  Madden  (in  Quain's  "  Dictionary  ")  says  that  inflamma- 
tion of  the  placenta  is  "  generally  syphilitic  in  its  origin."  The 
damage  of  the  placenta  by  the  maternal  syphilitic  cachexia 
on  the  escape  of  the  placenta  from  syphilitic  degeneration 
may  carry  the  explanation  of  the  remarkable  phenomenon, 
in  the  case  of  twins,  of  one  child  being  born  diseased  while 
the  other  child  is  born  healthy — a  phenomenon  which  M. 
Fournier  in  his  recent  work,  "  L'H£r6dit£  Syphilitique,"  1891, 
describes  as  being  "one  enigma  the  more  in  a  subject  full 
of  enigmas."  Such  cases  have  been  recorded  by  Campbell, 
Caspary,  Diday,  Hutchinson,  Fournier,  and  others.  Mr.  T. 
Bryant  in  his  "  Surgical  Diseases  "  relates  that  he  *  has  notes 
of  an  instance  of  twins  born  of  syphilitic  parents.  One  went 
through  all  the  series  of  complaints  common  to  hereditary 
syphilis,  and  the  other  escaped  altogether — that  is,  at  the  end 
of  a  year  and  a  half  no  symptoms  had  appeared."  Could  it 
have  happened  in  this  case  that  there  was  a  double  placenta, 
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and  that  the  difference  in  the  diathesis'  of  the  twins  was  due 
to  a  difference  in  the  healthiness  of  the  placenta?  Mr. 
Bryant  mentions  another  instance  of  twins  "  born  under  like 
circumstances,  in  which  one  child  showed  symptoms  of 
hereditary  syphilis  at  a  month,  and  the  other  at  four  months." 
Now  the  degeneration  of  the  placenta  is  mostly  described  as 
being  unequally  diffused,  as  being  in  circumscribed  areas. 
This  limitation  of  morbid  change,  if  the  placenta  were  not 
distinct,  might  have  a  share  in  the  eccentric  transmission  of 
the  syphilitic  poison,  but,  all  the  same,  the  matter  would  be 
still  enigmatical. 

Syphilitic  deterioration  of  the  body  of  the  uterus  from 
constitutional  syphilis  and  from  carrying  a  syphilised  fetus 
may  be  illustrated  by  the  following  case.  The  patient  had 
suffered  from  secondary  symptoms  previously  to  conception. 
A  lady  aged  thirty-one  consulted  me  this  year  on  account  of 
severe  hypogastric  pains,  bearing  down,  and  backache.  She 
was  married  twelve  years  since,  and  is  now  a  widow.  Within 
a  year  of  her  marriage,  being  in  India,  she  gave  birth  to  a 
healthy  child.  Four  months  after  this  event  she  was  infected 
by  her  husband,  and  had,  as  one  of  the  consequences,  rupial 
eruption,  of  which  she  bears  marks.  Sixteen  months  later  a 
second  child  was  born,  which  at  the  age  of  three  months  had 
symptoms  of  congenital  syphilis  (this  child  was  for  a  long 
while  sickly,  and  is  described  as  being  at  present  extremely 
excitable).  Fifteen  months  later,  having  lost  her  husband 
(his  death  was  accidental),  and  being  pregnant,  she  returned 
to  England,  and  bore  a  third  child,  which  is  now  eight  years 
old,  and  has  not  suffered  from  ill-health  of  any  kind.  At  the 
date  of  the  patient's  visit  to  me  I  found  the  uterus  very  much 
enlarged  and  excessively  tender;  there  was  abundant  pus- 
stained  leucorrhoea,  menstruation  being  profuse  and  accom- 
panied by  pain.  Treatment  based  on  the  assumption  that  a 
syphilitic  dyscrasia  was  the  cause  of  the  symptoms  has  been 
followed  by  satisfactory  results  confirmatory  of  that  view.  As 
the  mother's  syphilis  in  India  was  recognised  and  treated,  it  is 
not  altogether  a  matter  of  surprise  that  she  did  subsequently 
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bear  a  healthy  child  ;  but  it  may  be  that  the  treatment  was 
not  sufficiently  long  continued,  or  was  not  renewed  so  as  to 
eradicate  the  dyscrasia,  which  after  ten  years  again  has 
betrayed  itself. 

Constitutional  syphilitic  disease  confined  to  the  cervix  may 
have  as  its  most  obvious  symptom  profuse  leucorrhoea.  A 
young  woman  in  domestic  service — a  lady's  maid — applied  to 
me  suffering  from  severe  leucorrhoea.  She  reminded  me  that 
several  years  before — then  very  young — she  had  been  under 
treatment  by  me  in  the  Middlesex  Hospital  for  secondary 
syphilis.  She  informed  me  that  she  was  now  about  to  be 
married.  The  speculum  showed  the  cervix  large,  broad,  and 
somewhat  flattened,  and  upon  its  surface  and  around  the  os 
grey  patches  having  the  same  general  appearance  as  the 
patches  of  old-standing  ichthyosis  linguae.  I  could  discover 
no  distinct  enlargement  of  the  body  of  the  uterus.  Had  the 
patient  not  enlightened  me  as  to  her  past  history  I  should 
have  found  difficulty  in  diagnosis,  as  she  presented  no  other 
tokens  of  old  syphilis.  She  had  never  been  pregnant.  The 
question  is,  whether  the  condition  of  the  cervix  would  inter- 
fere with  pregnancy,  and  whether,  if  pregnancy  took  place, 
the  residuum  of  syphilis  would  prevent  the  patient  bearing  a 
healthy  child. 

A  case  of  much  more  recent  infection,  occurring  during 
pregnancy,  and  having  an  exceptional  history,  followed  by 
disease  of  the  cervix  uteri,  came  under  my  observation  in 
November,  1889.  Mrs.  X.,  when  first  seen  by  me,  had  a  large 
indurated  chancre  on  the  lower  lip,  near  the  angle  of  the 
mouth.  The  lymphatic  glands  below  the  jaw  were  enlarged. 
She  had  been  taking  mercury  under  medical  advice,  and  was 
severely  salivated.  After  a  short  time  all  doubt  as  to  the 
nature  of  the  sore  was  removed  by  the  eruption  of  a  syphilitic 
rash,  and  the  appearance  of  the  characteristic  sore  throat  and 
of  mucous  tubercles  on  the  vulva.  She  was  confined  in 
January,  1890.  The  infant  was  congenitally  syphilitic,  dying, 
it  is  said,  of  bronchitis  at  the  end  of  fourteen  weeks.  I  have 
lately  seen  the  patient.  The  throat  is  no  longer  sore,  but  there 
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remains  some  hardness  (indistinct)  at  the  cicatrix  of  the  sore 
on  the  lip,  which  swells  if  she  over-fatigues  herself.  There  is 
a  gummatous  patch  on  the  inner  side  of  the  left  thigh,  and  a 
few  spots  of  lepra  on  the  same  limb.  Mrs.  X.  has  profuse 
leucorrhcea  ;  the  vagina  is  tender.  The  speculum  shows  the 
cervix  enlarged,  especially  at  its  posterior  lip,  which  is  tumid 
and  highly  congested,  and  is  bathed  in  a  purulent  discharge. 
The  margin  of  the  os  is  of  a  purplish  red  colour.  Previously 
to  the  illness  menstruation  had  been  quite  regular,  but  since 
very  irregular,  the  intervals  being  occasionally  five,  six,  and 
seven  weeks ;  the  flow  lasts  ten  days,  and  clots  are  passed.  The 
patient  is  rather  pallid ;  the  hair  is  thin,  and  inclined  to  fall. 
The  source  of  the  inoculation  of  the  lip  is  a  mystery.  The 
husband  has  no  trace  of  syphilis,  and  has  never  suffered  from 
venereal  disease.  In  this  case  I  may  suggest  that  had  preg- 
nancy not  occurred,  perhaps  the  uterine  tissues  would  have 
escaped.  The  foetus,  however,  being  contaminated  by  the 
blood  of  the  mother,  developed  a  new  focus  of  infection  within 
the  uterus,  and  then  thus  determined  a  syphilitic  condition  in 
that  organ. 

A  question  that  opens  up  a  wide  field  of  pathological 
speculation  is  the  infection  of  the  ovum  by  the  blood  of  a 
mother  who  is  herself  congenitally  or  hereditarily  syphilitic, 
and  is  one  that  does  not  appear  to  have  been  illustrated  by 
many  recorded  examples,  probably  from  the  rarity  of  this 
form  of  transmission,  and  as  well  from  the  difficulties  of 
obtaining  reliable  data.  The  following  case,  remarkable  in 
more  ways  than  one,  was  under  my  care  as  out-patient  at  the 
Middlesex  Hospital.  A  woman  nearly  sixty  years  of  age 
applied  with  an  oval  sore,  about  $  in.  by  f  in.  in  measurement 
on  the  radial  side  of  the  left  index  finger.  It  was  alongside 
the  free  edge  of  the  naiL  It  did  not  implicate  the  root  of  the 
nail,  like  an  ordinary  whitlow,  but  was  said  to  be  extremely 
painful  The  edges  were  slightly  raised,  the  surface  unhealthy, 
having  one  or  two  small  sloughy  spots.  The  sore,  in  short, 
had  the  character  of  syphilis,  but  as  the  woman  was  not  a 
laundress  or  a  midwife,  I  was  at  a  loss  to  explain  the  occur- 
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rence  of  a  syphilitic  sore  in  such  a  situation.  I  observed,  how- 
ever, that  the  patient  had  old-standing  palmar  psoriasis.  Two 
or  three  weeks  after  my  first  seeing  the  patient,  a  daughter  of 
hers  came  and  urgently  begged  me  to  visit  her  mother.  I  re- 
marked that  this  young  woman  had  signs  of  being  hereditarily 
syphilitic ;  she  had  neither  eyebrows  nor  eyelashes,  and  her 
upper  incisor  teeth  were  defective.  The  patient  resided  near 
the  hospital  I  found  her  to  be  suffering  from  the  a  cute  stage 
of  secondary  syphilis,  eruption  over  the  face  and  body,  and 
sore  throat.  I  learnt  that  the  daughter,  whom  I  had  suspected 
of  being  the  subject  of  hereditary  syphilis,  was  a  married 
woman,  and  at  the  time  was  the  mother  of  an  infant  a  few 
months  old.  I  had  the  opportunity  of  inspecting  the  child.  It 
had  snuffles,  brown  discolouration  of  the  lips  with  fissures,  and 
sore  nates.  I  further  learnt  that  the  patient,  the  grandmother 
of  the  aforesaid  infant,  had  been  tending  it,  washing  it,  &c 
It  transpired  that  previous  to  the  patient  giving  birth  to  the 
mother  of  the  syphilitic  infant,  she  had  suffered  from  syphilis 
communicated  by  her  husband,  and  that  the  palmar  psoriasis 
above  mentioned  was  one  of  the  sequelae.  I  obtained  an  in- 
terview with  the  father  of  the  infant  He  was,  I  may  say,  a 
person  of  unusual  intelligence.  I  made  the  most  critical 
examination  of  him,  and  I  could  discover  no  trace  whatever  of 
any  constitutional  syphilis,  and  he  assured  me  he  had  never 
suffered  from  any  venereal  disease — a  statement  I  could  see  no 
reasonable  ground  for  disbelieving.  Unless  there  lurk  some 
defect  in  the  evidence,  here  were  three  generations  syphilitic 
from  the  same  source,  the  disease  in  the  two  later  generations 
being  hereditary,  the  syphilis  of  the  infant  being  an  example 
of  syphilis  of  the  second  generation.  There  could  be  no  doubt 
that  the  grandmother  had  been  syphilised — presumably  by 
her  husband — yet  that  syphilisation  had  conferred  no  immu- 
nity, and  had  not  protected  her  from  reinoculation,  for  the 
sore  on  the  finger  was  a  chancre,  and  was  the  initial  lesion  of 
the  constitutional  outbreak  which  I  witnessed. 

At  the  Pathological  Society,  in  1872, 1  brought  forward  a 
case  of  syphilis  of  the  second  generation.   It  was  that  of  a  girl 
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who  at  six  years  of  age  had  disease  of  the  lower  end  of  the 
diaphysis  of  the  femur  affecting  the  intervening  cartilage,  the 
epiphysial  cartilage,  with  the  result  of  gradually  producing  a 
curve  forwards  of  the  bone  from  unequal  growth  of  the  ante- 
rior and  posterior  longitudinal  halves  of  the  bone  by  the 
time  she  was  seventeen.  No  other  bone  was  deformed,  and 
therefore  the  disease  which  caused  the  deformity  was  not 
rickets.  The  mother  of  this  patient  was  examined  by  me.  She 
had  deficient  development  of  the  right  supra-orbital  ridge  of 
the  frontal  bone,  and  I  ascertained  that  she  had  suffered  when 
young  from  congenital  syphilitic  eye  disease.  The  girl,  her 
daughter,  had,  it  would  seem,  inherited  from  her  a  liability  to 
bone  affection.  Sir  John  Simon  (then  Mr.  Simon)  mentioned 
at  the  discussion  on  syphilis  (1876),  a  case  of  syphilis  of  the 
second  generation.  Atkinson,  in  the  Archives  of  Dermatology 
(1877),  gives  an  account  of  a  case  of  syphilis  inherited  through 
two  generations.  M.  Fournier,  quoting  from  France  Medicate 
(1889),  says  that  Atkinson  had  reason  eventually  to  feel  less 
sure  of  his  facts  in  that  case,  further,  M.  Fournier  remarks 
that  the  possibility  of  the  transmission  to  the  second  genera- 
tion, although  it  may  rationally  be  imagined,  requires  more 
facts  to  make  it  irrefutably  proven. 

Infection  of  the  mother  by  syphilis  of  the  foetus  pre- 
supposes that  the  ovum  can  receive  the  syphilitic  virus  by 
impregnation — that  is,  through  the  semen.  That  syphilis 
can  be  so  conveyed,  although  questioned  by  some,  is  almost 
universally  admitted.  Dr.  Wilks,  at  the  discussion  above 
mentioned,  expressed  it  thus  :  "  A  healthy  man  has  a  small 
amount  of  virus  introduced  into  him,  perhaps  an  infinitesimal 
amount,  and  the  whole  of  his  nature  is  changed.  .  .  .  The 
man  brings  into  the  world  a  number  of  puny,  ill-formed 
children,  and  the  result  is  seen  in  even  the  next  generation."1 
This  was  not  traversed  by  any  speaker  who  followed.  Dr. 
Fournier  stoutly  maintains  and  elaborately  illustrates  the 
transmission  of  the  syphilitic  virus  by  the  sperm  (the  syphilis 

1  Op.  citt 
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of  conception),  and  the  contamination  of  the  mother  by  the 
foetus  so  impregnated.  Dr.  Brandis,  of  Aix  la  Chapelle, 
writes  to  me  that  "  in  a  good  many  cases  we  must  feel  very 
much  inclined  to  believe  in  the  very  semen  being  the  only 
medium  of  infection."  Hutchinson  goes  so  far  as  to  say  that 
in  a  large  proportion  of  the  cases  met  with  in  practice 
the  taint  is  derived  from  the  father  only.  Bryant  admits 
that  a  man  in  good  health  a  year  after  all  evidence  of  the 
disease  has  vanished  may  get  a  healthy  child,  but  he  adds 
that  if  his  health  subsequently  fails,  the  poison  seems  to  have 
the  power  of  reasserting  itself,  and  his  offspring  may  be  feeble 
or  diseased.  And  yet,  it  seems  to  me,  one  does  not  meet  with 
children  congenitally  syphilitic  in  proportion  to  the  number 
of  fathers  who  have  at  some  time  or  other  suffered  from 
constitutional  syphilis,  or  with  wives  who  have  become 
syphilised  by  bearing  children  to  such  fathers.  I  have 
watched  the  children  of  fathers  whom  I  have  known  to  have 
suffered  from  constitutional  syphilis  some  years  before 
marriage,  and  I  have  not  seen  them  to  be  marked  by  a 
hereditary  taint.  I  acknowledge,  however,  that  the  ex- 
perience of  one  practitioner  taken  alone  is  entitled  to  little 
weight  in  a  question  of  such  magnitude.  But  in  such  case 
either  the  patient  had  outgrown  the  syphilitic  diathesis,  or 
had  been  cured,  or  enjoyed  especial  immunity.  As  regards 
the  transmission  of  syphilis  by  men  who  have  married  in  the 
early  months  or  years  after  having  had  primary  syphilis  it  is 
far  otherwise.  Contamination  of  the  wife,  and  if  she  become 
pregnant,  of  the  foetus  is  an  almost  certain  disaster,  and 
under  such  circumstances  the  poison  remains  in  the  woman 
ready  to  crop  up  with  virulence  long  after,  provided  she  has 
not  been  submitted  to  steady  and  repeated  treatment  I  was 
requested  to  see  a  lady  who  had  been  married  some  years, 
and  had  borne  children,  and  who  was  staying  in  London 
for  a  short  time.  It  was  told  me  that  she  was  suffering 
from  piles.  On  examination  I  discovered  no  hemorrhoidal 
trouble,  but  numerous  mucous  tubercles.  On  inquiry  as 
to  the  history  of  miscarriages,  I  learnt  that  a  few  months 
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after  marriage  she  aborted,  and  she  incidentally  mentioned 
as  a  curious  (to  her)  circumstance  that  about  that  time  she 
completely  lost  her  eyebrows  and  eyelashes.  As  this  gave 
me  sufficient  clue  to  the  nature  of  the  case  to  guide  me  in 
treatment,  for  obvious  reasons  I  made  no  further  research, 
but  I  took  the  husband  (who  I  observed  had  marked  palmar 
psoriasis)  aside,  and  questioned  him  as  to  his  antecedents. 
He  disclosed  to  me  that  six  months  prior  to  his  marriage  he 
had  been  under  treatment  for  chancre.  I  was  enabled  to 
refer  to  the  surgeon  whose  patient  he  had  been,  and  I  was 
informed  that  at  the  date  of  his  patient's  marriage  it  was 
doubtful  whether  the  induration  at  the  cicatrix  of  the  chancre 
had  entirely  disappeared.  I  have  seen  the  eldest  child  of  the 
marriage ;  he  is  liable  to  epileptic  seizures.  It  is  submitted 
in  a  considerable  proportion  of  the  cases  which  are  set  down 
as  contagion  by  the  sperm,  that  the  husband  has  married 
within  a  comparatively  short  time  of  having  had  chancre,  and 
before  secondary  symptoms  have  been  developed,  or  before 
they  have  been  effectively  treated. 

The  discharges  from  some  of  the  secondary  lesions,  or  the 
secretions  of  some  of  the  mucous  surfaces  of  persons  suffering 
from  constitutional  syphilis  have  a  contagiousness  not  ex- 
ceeded by  the  discharges  in  congenital  syphilis,  which  have 
been  particularly  characterised  by  Diday  as  differing  from 
those  of  ordinary  syphilis  by  an  infinitely  greater  power  of 
contagion.  It  is  by  such  discharges  and  secretions  that  the 
wife  becomes  directly  contaminated — a  contamination  of 
which  she  remains  ignorant  The  initial  lesion  produced  by 
contact  with  an  individual  the  subject  of  constitutional 
syphilis  may  be  so  slight  as  to  be  easily  overlooked ;  it  may 
be  a  minute  papule  or  superficial  excoriation.  I  had  the 
opportunity  in  private  practice  of  verifying  this.  Two  gentle- 
men who  I  accidentally  discovered  had  had  intercourse  with 
the  same  woman  came  to  consult  me  about  the  same  time. 
In  one  there  was  a  slight  excoriation  only,  near  the  fraenum  ; 
in  the  other  nothing  but  a  small  papule  on  the  outer  surface 
of  the  prepuce ;   both  patients,  however,  in  due  course  had 
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secondary  symptoms.  I  obtained  an  inspection  of  the 
woman,  and  found  that  she  was  in  an  early  stage  of  constitu- 
tional syphilis ;  she  had  mucous  tubercles,  sore  throat,  &c. 
Without  this  inspection  I  could  have  given  no  certain  diag- 
nosis. The  light  thrown  on  the  state  of  affairs  by  it  enabled 
me  to  warn  my  patients  of  what  was  to  be  expected.  I 
may  say  that  I  have  not  known  an  instance  where,  contrary 
to  advice  given  by  me  with  the  deepest  sense  of  responsibility, 
the  man  has  married,  the  wife  has  escaped  contamination, 
even  when  no  pregnancy  resulted  from  the  marriage. 

Can  a  mother  who  has  been  syphilised  either  directly  or 
through  the  foetus  ever  bear  a  perfectly  healthy  child  ?  This 
is  a  most  vital  question.  Does  the  syphilitic  diathesis  ever 
exhaust  itself?  To  what  degree  of  saturation  with  syphilis 
does  repeated  pregnancies  by  a  syphilitic  husband  reach  ? 
Is  there  a  law  of  gradual  diminution  of  syphilitic  intensity  ? 
Does  a  diminution  of  syphilitic  intensity  modify  the  ap- 
pearance of  syphilitic  symptoms  in  the  offspring,  and  can 
treatment  help  ?  One  word  in  respect  of  treatment.  I  have 
observed,  as  doubtless  everyone  else  has  done,  that  specific 
treatment  during  the  course  of  pregnancy  appears  to  have 
little  effect,  and  does  not  save  the  infant  from  congenital 
syphilis.  I  have  supposed,  in  explanation  of  this,  that  the 
foetus,  being  syphilitic  already,  as  it  increases  in  bulk 
continues  to  send  a  fuller  stream  of  fresh  virus  to  the  mother, 
and  thus  the  specific  remedies  are  neutralised  or  overwhelmed. 
But  when  once  the  pregnancy  is  terminated,  treatment  has  a 
fair  field.  It  must  then  be  steadily  put  in  force,  and  must 
be  periodically  repeated.  I  believe  it  is  only  by  the  repetition 
of  treatment  that  immunity  can  be  gained. 

But  may  we  not  hope,  when  the  methods  by  which 
Pasteur  has  obtained  such  mastery  over  many  morbid  poisons 
or  processes,  and  the  experiments  of  Koch  and  his  followers 
have  been  more  fully  worked  out,  that  we  shall  arrive  at  a 
further  knowledge  of  the  nature  of  syphilis,  and  get  beyond 
a  treatment  which  at  the  present  time  is  almost  empirical  ? 

There  is  a  maternal  condition  of  vital  importance  to  the 
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child  after  intra-uterine  life — namely,  in  the  mother's  capacity 
as  nurse.  Infection  after  intra-uterine  life  by  the  milk  of  the 
mother,  who  may  have  become  syphilitic  while  nursing  her 
child,  or  by  the  milk  of  the  wet-nurse  under  similar  circum- 
stances, or  who  may  already  have  been  suffering  from  syphilis 
in  its  constitutional  form  at  the  time  of  her  undertaking  the 
duties  of  foster-mother,  is  a  point  that  cannot  be  passed  over, 
but  I  anticipate  that  the  opinion  of  Dr.  G.  Gallois,1  that  the 
milk  of  even  a  syphilitic  wet-nurse  is  preferable  to  artificial 
feeding,  will  not  be  endorsed.  A  case  is  recorded  by  Mr. 
Henry  Morris  in  which  infection  by  the  milk  of  the  wet- 
nurse  appeared  to  be  most  probably  the  source  of  the  pa- 
tient's syphilis.  In  this  case  the  five  children  antecedent  to 
the  diseased  one  were  healthy,  and  a  subsequent  child  was 
also  healthy. 

The  President  called  attention  to  the  fact  that  no 
speaker  had  alluded  either  to  syphilis  causing  premature 
delivery  rather  than  abortion — an  opinion  generally  held  by 
French  authorities,  and  with  which  his  experience  coincided — 
nor  had  anyone  referred  to  that  important  point — the  time 
that  should  elapse  after  an  infection  of  syphilis  before  entering 
upon  matrimony.  It  was  a  point  which  exercised  the  mind 
of  most  medical  men  at  some  time  or  other  in  their  practice. 
The  difficulty  in  tracing  the  infection  of  syphilis  was 
great;  his  experience  led  him  to  regard  lying  as  one  of 
the  natural  symptoms  of  syphilitic  infection.  He  related 
an  instance  in  point  where  a  woman  on  whom  not  a 
sign  of  syphilis  could  be  discovered,  had  nevertheless  in- 
fected the  first  of  two  men  who  had  had  intercourse  with 
her  within  a  short  period.  She  subsequently  confessed  to 
him  that  just  prior  to  having  intercourse  with  the  first  man 
she  had  had  coitus  with  a  man  infected  with  syphilis,  and 
that  she  had  not  had  sufficient  time  to  syringe  herself  before 
having  intercourse  with  the  first,  which  did  not  happen  with 
the  second.    The  man  was  charged  (by  the  medical  man)  with 

1  "  Recherches  sur  la  question  de  l'lnnocuite*  du  lait  provenant  de 
Nourrices  syphilitiques  "  (1877). 
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having  lied,  and  contracted  syphilis  elsewhere,  in  which  the 
woman  agreed,  protesting  her  innocence. 

Dr.  Inglis  Parsons  stated  that  he  once  had  an  oppor- 
tunity of  seeing  the  third  generation.  The  disease  had  been 
inherited  by  the  father,  who  was  blind  in  both  eyes  from 
interstitial  keratitis.  He  was  stunted  in  growth,  and  had 
Hutchinson  teeth.  His  wife  was  a  strong  healthy  woman, 
and  their  child  was  a  fine  specimen  and  showed  no  signs  of 
disease.  There  could  be  no  doubt  that  the  majority  of  men 
were  cured  of  the  disease  in  two  years.  He  had  seen  several 
instances,  and  the  majority  had  healthy  children,  even  after 
tertiary  symptoms. 

A  most  interesting  class  of  cases  were  those  where  the 
mother  had  not  had  the  disease  while  the  father  had,  and 
married  before  he  was  cured.  Under  these  circumstances 
the  children  inherited  the  disease,  showed  the  usual  symp- 
toms, while  the  mother  was  free  from  symptoms ;  the  infant 
could  not  infect  the  mother,  although  it  could  do  so  to  a  wet- 
nurse  or  any  one  not  protected  by  a  previous  attack.  Ap- 
parently in  these  cases  the  mother  was,  so  to  speak,  vaccinated 
against  syphilis  during  pregnancy  by  the  foetus  in  utero.  He 
had  watched  several  cases  like  this  to  see  whether  the  mothers 
would  suffer  from  any  of  the  tertiary  symptoms  of  syphilis. 
He  had  come  across  three  cases  bearing  on  this  point  In  each 
case  there  were  repeated  miscarriages  followed  by  syphilitic 
children ;  ultimately  the  mothers  suffered  from  weakness  in 
the  legs,  and  giddiness  and  inability  to  walk  more  than  a  short 
distance.  Under  the  administration  of  iodide  of  potassium 
all  these  symptoms  disappeared. 

Women  who  had  suffered  from  syphilis  appeared  to  be  very 
liable  to  endometritis,  and  he  found  that  it  soon  yielded  to 
mercury.  This  medicine  appeared  also  to  be  of  great  value 
in  non-specific  endometritis. 

Dr.  Edts  deprecated  waiting  for  pregnancy  to  be  estab- 
lished before  beginning  anti-syphilitic  treatment.  It  should 
be  commenced  and  continued  from  the  earliest  time  that 
syphilis   was   recognised   in   the  patient      If  many  sterile 
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patients  in  whom  no  cause  for  the  sterility  was  obvious  were 
given  mercury  biniodide,  combined  with  simple  local  treat- 
ment, it  was  wonderful  what  encouraging  results  could  be 
obtained. 

Dr.  Leith  Napier  congratulated  Mr.  Nunn  on  his  ex- 
cellent paper.  As  was  probably  known  to  some  present,  he 
(Dr.  Leith  Napier)  had  taken  great  interest  in  the  subject  of 
habitual  abortion,  and  in  the  last  volume  of  the  Obstetrical 
Society s  Transactions  he  had  published  the  result  of  his 
researches.  The  influence  of  syphilis  as  a  factor  in  the 
production  of  abortion  before  the  sixth  month  had  been 
vastly  exaggerated.  Not  more  than  about  9  per  cent,  of  such 
cases  were  due  to  syphilis.  Congenital  syphilis  depended 
either  upon  a  weakness  of  the  paternal  sperm  giving  rise  to 
deficient  cellular  structure  and  potentiality  of  the  embryo 
— the  mother  often  showing  no  symptoms  of  syphilis — or 
upon  chronic  syphilitic  endometritis.  He  quoted  a  case  to 
illustrate  the  former — a  lady  married  a  man  who  in  his 
bachelor  days  was  known  to  have  contracted  syphilis,  and 
who  inherited  large  properties  in  Scotland.  He  married  after 
two  years  of  anti-syphilitic  treatment  The  lady  threatened 
to  abort  between  the  second  and  the  third  month,  but 
under  treatment  the  gestation  continued,  and  she  was  de- 
livered of  a  strong  healthy  child  at  term.  She  had  since  had 
several  early  abortions,  but  she  now  shows  no  sign  of  syphilis 
except  that  some  time  ago  she  developed  a  sore  on  the 
nipple,  which  was  treated  as  for  syphilis  and  got  well.  She 
probably  had  had  endometritis,  perhaps  syphilitic,  which 
was  a  potent  cause  of  disease  of  the  embryo.  A  syphilitic 
mother  may  be  able  to  bear  a  healthy  child,  and  this  may 
come  about  in  two  ways.  Either  the  vitality  of  the  father 
may  have  been  such  that  it  enabled  the  embryo  to  resist 
infection  by  the  maternal  blood,  or  the  syphilis  in  the  mother 
might  have  been  latent  and  permitted  of  healthy  gestation. 
The  latter  view  was,  he  thought,  the  true  one  in  most  cases. 
Re-inoculation  must  be  a  very  exceptional  occurrence.     He 
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felt  sure  that  when  syphilis  was  acquired  by  the  ovum  from 
the  father  only,  the  infection  must  be  conveyed  by  means  of 
the  semen.  He  held  that  mercury,  per  se%  was  an  insufficient 
method  of  treatment,  and  dangerous  to  continue  for  long 
periods,  as  it  acted  prejudicially  on  the  red  blood  corpus- 
cles; it  should  always  be  combined  with  arsenic  and  iron. 
Syphilitic  women  should  be  treated  all  through  the  period  of 
their  non-pregnant  condition,  and  a  practitioner  should  not 
wait  until  gestation  had  commenced  before  he  administered  the 
remedy.  It  was  advisable  to  curette  the  uterus  and  apply 
nitric  acid  or  acid  nitrate  of  mercury,  or  some  other  strong 
caustic,  to  remove  the  hypertrophied  glandular  condition 
which  obtained  in  syphilitic  endometritis,  otherwise  the  con- 
stitutional treatment  would  not  be  so  beneficial.  The  treat- 
ment of  all  cases  of  endometritis  without  obvious  cause  by 
mercury,  as  advocated  by  Dr.  Parsons,  was  held  by  many,  and 
had  a  sound  therapeutic  basis,  for  it  had  been  demonstrated 
by  Cartiledge  in  the  American  Practitioner  that  mercury  ad- 
ministered internally  acted  beneficially  on  the  hypertrophied 
uterine  mucous  membrane,  whether  the  disease  was  specific 
or  simple. 

Dr.  FEARNLEY  quite  understood  that  it  was  a  fact  well 
known  to  the  profession  that  syphilitic  mothers  could  be 
prevented  bearing  syphilitic  children,  and  that  abortion  could 
be  prevented  in  pregnant  syphilitic  women  by  taking  small 
doses  of  bichloride  of  mercury  with  iodide  of  potassium  three 
times  a  day,  commencing  at  the  third  month  of  pregnancy. 
In  1879  he  treated  a  pregnant  woman  who  was  syphilitic, 
and  she  brought  forth  a  perfect  child  Another  syphilitic 
patient  who  had  had  seven  or  eight  miscarriages,  under  treat- 
ment became  the  mother  of  four  or  five  healthy  children. 
The  result  of  her  last  pregnancy,  however,  was  not  so  good, 
as  she  refused  to  take  medicine  during  gestation.  He  could 
refer  to  three  or  four  more  instances  illustrating  this,  and  no 
fact  in  therapeutics  was  better  established  than  that  these 
miscarriages  could  be  prevented  in  syphilitic  women. 

Dr.  Routh  said  that  he  had    to   look    up  this   subject 
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pretty  thoroughly  when  called  as  a  witness  before  the  Com- 
mission on  the  Contagious  Diseases  Acts.  It  had  been 
stated  by  Yves  Guyot  and  other  French  authors  that  every 
secretion  from  a  syphilitic  man  except  his  semen  was  con- 
tagious. But  if  the  sweat  and  other  glands  of  the  male  organ 
secreted  infective  matter,  the  question  of  the  infectivity  of 
semen  mattered  little  from  a  practical  point  of  view.  Mr. 
Nunn  could  not  be  allowed  to  substantiate  his  proposition 
by  quoting  the  case  of  twins,  in  which  one  child  was  syphilitic 
and  the  other  not,  for  to  do  this  he  would  have  to  prove  the 
absence  of  two  uteri  and  show  that  two  fathers  were  not  con- 
cerned in  the  production  of  the  twins.  He  thought  that  it 
was  a  generally  recognised  fact  that  a  syphilitic  woman  could 
be  prevented  bearing  syphilitic  children.  He  quoted  a  case 
in  which  he  gave  bichloride  of  mercury  to  a  syphilitic  woman 
during  pregnancy,  and  who  before  had  constantly  aborted  or 
had  stillborn  children,  and  she  bore  a  healthy  child.  Mr. 
Nunn  asked,  could  a  woman  who  had  had  syphilis  ever  have 
a  healthy  child  ?  He  imagined  that  in  this  case  Mr.  Nunn 
was  pre-supposing  the  absence  of  treatment.  Some  speakers 
had  referred  to  the  fact  of  people  getting  syphilised ;  this 
term  he  took  to  mean  that  they  had  had  the  disease  once 
and  were  refractory  to  the  virus.  A  woman  in  this  condition 
would  show  no  trace  of  the  disease,  and  yet  would  have 
syphilitic  children  and  infect  men  who  copulated  with  her. 

Dr.  Heywood  Smith  asked  what  was  meant  by  a  healthy 
child.  So  many  patients  with  congenital  syphilis  showed  no 
sign  of  the  disease  for  years,  and  he  thought  that  many  of  the 
speakers  who  had  joined  in  the  discussion  had  referred  to 
cases  as  healthy  which  were  not  yet  out  of  the  wood.  He 
quoted  a  case  in  which  both  parents  had  been  under  his 
observation,  and  the  father  was  syphilitic  yet  apparently 
healthy.  A  girl  was  born  and  she  only  showed  the  first  signs 
of  congenital  syphilis  when  she  was  19  years  of  age.  She 
got  well  under  mercurial  treatment  He  related  a  case  where 
the  mother  appeared  quite  uncontaminated,  and  a  child  was 
born  which  at  six  months  of  age  presented  typical  syphilitic 
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eruption.  The  father  had  been  treated  for  syphilis  thirty- 
two  years  previously.  He  saw  no  more  of  the  child  till  six 
years  afterwards,  when  it  was  seized  with  a  violent  attack  of 
convulsions,  from  which  it  recovered  under  mercury.  He 
regarded  it  as  an  instance  of  syphilitic  meningitis. 

Dr.  BEDFORD  Fenwick  felt  that  Dr.  Napier  had  hardly 
proved  his  point  He  had  stated  that  he  was  satisfied  that 
syphilis  was  not  a  frequent  cause  of  abortion,  but  in  the 
solitary  case  which  he  quoted  he  seemed  to  regard  the  syphilis 
as  the  causative  factor.  The  question  had  been  raised  as  to 
whether  a  woman  could  bear  a  healthy  child  after  having 
aborted,  or  after  having  given  birth  to  syphilitic  children. 
He  was  sure  that  such  was  frequently  the  case,  and  that 
some  mothers  might  after  a  lapse  of  time  bear  healthy 
children  without  any  anti-syphilitic  treatment  being  adopted 
during  pregnancy.  He  referred  to  the  case  in  which  a 
woman  had  a  severe  attack  of  syphilis.  She  had  several 
abortions,  and  then  iodide  of  potassium  being  administered 
two  living  children  were  born.  Some  time  after  this  she 
had  an  attack  of  typhoid  fever,  subsequently  to  which  she 
developed  no  further  symptoms  of  syphilis.  He  had  noticed 
in  twenty  or  thirty  cases  that  an  attack  of  typhoid  fever  seemed 
to  be  capable  of  eliminating  the  syphilitic  poison  from  the 
system.  This  patient  afterwards  bore  a  perfectly  healthy 
child  without  any  treatment  during  pregnancy.  As  to  the 
treatment  to  be  adopted  during  pregnancy,  he  had  found 
that  if  mercury  were  given,  even  in  small  doses,  the  gums 
became  softer  much  more  quickly,  and  the  patients  were 
much  more  readily  ptyalised  than  in  the  non-pregnant  state 
He  had,  therefore,  held  to  iodide  only  as  a  preventive  of 
abortion. 

Dr.  Leith  Napier  wished  to  add  in  reference  to  the 
remarks  of  the  last  speaker,  that  the  husband  to  which  he 
had  referred,  after  acquiring  his  syphilis  had  a  bad  attack 
of  typhoid  fever,  and  then  married  with  the  results  which 
he  had  given. 

Dr.  Purcell  had  seen  in  cases  of  congenital  syphilis 
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that  the  rash  developed  immediately  after  vaccination,  as  if 
the  latter  process  brought  out  the  disease.  The  possibility 
of  this  should  always  be  remembered  when  investigating 
cases  of  syphilis  said  to  have  been  produced  by  vaccination. 

Mr.  NUNN,  in  reply,  said  that  he  did  not  so  much  put 
forward  views  of  his  own  but  had  wished  to  relate  some  of 
his  experience.  He  felt  convinced  that  syphilitic  diseases 
affecting  the  neck  of  the  body  of  the  uterus  had  been  much 
under-estimated. 

The  Society  then  adjourned. 
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Thursday,  November  26,  1S91. 
Prof.  W.  JAPP  SINCLAIR,  M.D.,  Vice-President,  in  the  Chair. 

Present  :  18  Fellows,  3  Visitors. 

The  following  were  elected  Fellows  of  the  Society : — Dr. 
Hugh  Woods,  Dr.  J.  A.  Masters,  and  Dr.  J.  H.  Cummings. 

The  following  were  proposed  for  election : — Dr.  F.  W. 
Kirkham,  Downham  Market;  Dr.  M.  T.  Brewis,  Edinburgh, 
Dr.  G.  A.  Hawkins-Ambler,  Bristol. 

A  Case  with  Remarks  of  "  S /telling w  of  the  entire  Uterine 
Tissue  for  Malignant  Disease.  Recovery.  By  F.  A. 
PURCELL,  M.D.,  M.Ch.,  Surgeon  to  the  Cancer  Hospital. 

Elizabeth  Gregory,  age  45,  married;  one  child  (now 
aged  five  years);  birthplace,  Bishopwalton ;  residence  at 
Southampton ;  admitted  as  an  in-patient  to  the  Cancer 
Hospital.  Three  years  ago  she  enjoyed  good  health;  after 
a  slight  vaginal  discharge,  at  times  tinged  with  blood, 
began  to  show;  little  notice  was  taken  of  this,  as  it  was 
attributed  to  "  the  change  of  life ; "  one  year  ago  it  became 
more  profuse,  and  now  is  constant,  with  intermittent  darting 
uterine  pains.  Heart  sounds  normal ;  urine  normal ;  bowels 
regular. 

Present  Condition  on  Examination. — Os  enlarged  and  pufly, 
bleeding  on  being  touched,  and  painful  at  and  after  examina- 
tion ;  vaginal  mucous  membrane  smooth ;  uterus  freely  mov- 
able, but  enlarged ;  per  rectum,  the  body  is  distinctly  found 
enlarged  and  hard ;  no  other  complication  recognisable.  She 
is  a  thin-framed  spare  woman,  but  with  plenty  of  pluck.  I 
advised  the  operation  I  am  about  to  describe,  as  I  considered 


Pur  cell  on  Uterine  S /telling.  45* 


o 


disease  of  the  neck  was  too  far  advanced  to  be  removed  by 
supra-vaginal  amputation  on  a  line  of  the  internal  os,  feeling 
I  must  go  higher,  or  do  vaginal  hysterectomy. 

Operation,  June  16,  1891. — Patient  was  anaesthetised  with 
ether,  placed  in  the  lithotomy  position,  urine  drawn  off,  and 
vagina  well  douched  out  with  warm  carbolised  water.  Duck- 
bill speculi  inserted  exposed  to  view  the  diseased  os,  occupied 
by  a  vascular  fungating  mass ;  the  mucous  membrane  of  the 
vagina  and  fornices  appeared  apparently  sound  and  not  in- 
filtrated with  disease;  neck  and  body  was  felt  to  be  enlarged 
and  dense.  The  neck  beyond  the  disease  was  seized  with  a 
catch  pair  of  vulsellum  forceps,  removing  now  the  speculi, 
and  with  gentle  traction  the  uterus  was  brought  down  and 
the  labiae  retracted  by  the  fingers  of  my  assistants.  A  sound 
was  passed  into  the  bladder  to  indicate  its  position ;  an  in- 
cision— a  good  half-inch  clear  of  the  disease — was  made 
through  the  mucous  membrane  down  to  the  uterine  tissue  all 
around  the  neck ;  this  flap  was  pushed  back,  and  the  uterine 
tissue  in  the  inter-muscular  layer  beneath  the  peritoneal 
covering  was  snipped  with  scissors.  Working  on  the 
woman's  left  the  lower  uterine  arteries  were  caught  up  in 
pressure  forceps  and  afterwards  tied;  at  each  snip  the  part 
was  pushed  up  with  the  wooden  stick  handle  of  the  sponge, 
traction  being  made  on  the  uterus  so  as  to  show  the  next 
point  to  divide,  and  so  on,  until  about  a  square  inch  remained 
on  the  right    Here  I  ceased. 

Douglas's  pouch  in  the  posterior  fornix  was  found  opened 
into,  evidently  done  when  making  the  incision  round  the 
neck  ;  utilizing  this  opening  I  passed  up  a  pair  of  long-bladed 
catch  forceps,  so  as  to  compress  the  broad  ligament  on  the 
right  side  and  its  vessels.  I  now  completed  by  snipping  the 
remaining  attachment  of  the  uterine  mass;  the  broad  liga- 
ment forceps  enabled  me  to  keep  the  parts  in  view.  All 
vessels  that  had  been  caught  up  were  now  tied,  the  broad 
ligament  forceps  allowed  to  remain  on,  parts  were  douched 
out  and  dried,  and  patient  sent  off  to  bed.  Very  little  blood 
was  lost ;  bladder  and  ureters  untouched. 
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The  Pathological  Specimen. — The  mass  removed  was  ex* 
amined  and  cat  into ;  epitheliomatous  disease  was  found  to 
have  extended  upwards  and  laterally  along  the  canal,  con- 
fined, however,  within  the  area  removed.  The  mass  is  a  cube 
2  by  2  by  2  inch. 

After-treatment — After  the  operation  patient  was  faint; 
she  was  given  brandy,  having  taken  a  total  of  r£  oz.  up  to 
midnight  She  suffered  a  good  deal  of  pain  in  lower  abdomen. 
No  sleep. 

June  iyth\  next  day. — Slight  sickness  at  times ;  complains 
of  the  pain ;  two  hypodermic  morphia  injections  of  gr.  \  were 
given,  and  i\  oz.  of  brandy ;  27  ounces  of  urine  drawn  off. 

June  \tth\  third  day. — The  forceps  on  the  broad  ligament 
was  removed  without  difficulty ;  parts  were  douched  out  with 
iodine  water,  and  a  glass  drain  inserted.  Very  little  pain 
complained  of.  Temperature  rose  to  100.8*  F.  (the  highest  on 
her  chart) ;  slight  sickness,  which  was  allayed  with  a  little 
brandy  and  hot  water ;  she  took  a  little  Brand's  essence  of 
beef  and  was  administered  gr.  \  of  morphia  hypodermically. 
Slept  at  intervals. 

June  19/A,  fourth  day. — Slept  and  had  a  good  night ;  no 
sickness,  no  pain,  and  is  cheerful ;  no  discharge,  douched  out ; 
no  brandy,  no  morphia  given. 

June  20/A,  fifth  day. — Diet  increased. 

June  2$rd%  eighth  day. — Bowels  freely  opened  by  means  of 
a  soap  and  water  enema ;  she  rejected  a  dose  of  white  mixture 
that  was  given. 

June  24th,  ninth  day. — Had  fish;  cheerful ;  discharge  slight 
Removed  into  general  ward. 

August  12th. — Discharged  from  hospital  My  colleague, 
Mr.  Jessett,  examined  her  before  leaving,  as  I  was  away  on  my 
holiday.  He  found  all  most  satisfactory.  I  have  to  thank 
Mr.  Sylvester  Willard,  house-surgeon,  for  his  assiduous 
attention  and  careful  notes  of  the  case. 

Remarks. — I  may  be  permitted  to  recall  to  the  Fellows 
the  paper  by  my  colleague,  Mr.  Jessett,  read  by  him  on 
22nd  January,  1890,  "On  Cancer  of  the  Uterus,"  in  which  he 


Puree  11  on  Uterine  Shelling.  455 

reported  eight  cases  in  which  the  disease  was  removed  by 
scissors,  together  with  a  cone  piece  of  uterine  tissue  "  supra- 
vaginal ; "  and  he  further  discussed  the  palliative  and  radical 
treatment  for  cancer  of  the  uterus. 

In  criticising  the  paper  I  styled  the  operation  a  new 
departure,  which  might  be  the  method,  in  suitable  cases,  to 
supersede  the  more  grave  operation — that  of  vaginal  hyster- 
ectomy ;  and  after  the  then  results  I  would  endeavour  to  put 
the  method  into  a  more  extended  direction. 

Shelling,  in  contradistinction  to  enucleating — a  term  we  are 
familiar  with — is  the  word  I  have  submitted  as  descriptive  of 
the  operation  I  have  brought  before  you.  I  would  adopt  any 
other  word  if  it  could  be  suggested. 

The  division  of  the  uterus  with  the  boundaries  mentioned 
is  of  importance,  because  cancer  may  begin  de  novo  in  any  one 
of  the  parts,  and  it  appears  that  the  disease  generally  pre- 
sents different  characters,  runs  a  different  course,  and  is 
amenable  to  treatment  in  different  degrees  according  as  it 
begins  in  one  or  other  of  these  divisions. 

It  is  necessary  to  bear  in  mind,  as  I  quote,  the  physio- 
logical changes  in  the  shape  and  size  of  the  uterus  as  the 
result  of  pathological  conditions.  It  is  necessary  for  one  to 
examine  a  large  number  of  multiparas  before  one  can  be  in  a 
position  to  appreciate  the  fact  that  no  two  cervices  are  alike. 

We  then  divide  the  uterus  into  three  parts,  following  the 
character  of  the  epithelium  and  glands  met  in  each  part. 

(1)  The  vaginal  portion,  bounded  below  by  the  stratified 
epithelium  covering  the  vaginal  surface  of  the  cervix,  and 
above  by  a  line  drawn  from  the  external  orifice  ;  the  position 
of  the  external  orifice  is  that  where  the  squamous  epithelium 
covering  the  cervix  ends  and  the  transitional  begins.  The 
transitional  epithelium  disappears  in  many  cases,  and  is 
replaced  by  glandular  erosion,  which  is  covered  by  columnar 
epithelium,  and  the  columnar  meets  the  squamous  of  the 
portion  without  the  interposition  of  the  transitional,  and  may 
extend  over  an  area  which,  in  health,  was  covered  with  squa- 
mous epithelium ;  such  surfaces  contain  glands  and  present 
characters  of  mucous  membrane  of  the  canal  of  the  cervix. 
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(2)  The  cervix  is  limited  below  by  the  vaginal  portion, 
and  above  by  a  line  drawn  transversely  through  the  inner 
orifice — a  point  where  the  follicles  characteristic  of  the  decidua 
begin. 

(3)  The  body  and  fundus  is  the  portion  above  the  internal 
orifice. 

Cancer  may  begin  in  the  vaginal  portion,  in  the  cervix,  or 
in  the  body  of  the  uterus. 

Cancer  of  the  vaginal  portion  begins  in  the  stratified 
epithelium,  on  the  vaginal  surface,  or  in  the  transitional 
epithelium  at  the  os  externum,  or  the  squamous  epithelium ; 
it  spreads  towards  the  vaginal  vault  and  along  the  vaginal 
walls  superficially,  soon  extending  into  the  sub-mucous 
cellular  tissue. 

Cancer  of  the  cervix  proper  begins  in  one  of  two  situations : 
in  the  lower  part  near  the  external  orifice,  or  in  the  upper 
part  near  the  internal  orifice.  The  extension  of  the  disease  is 
downwards  and  outwards ;  except  in  rare  cases  it  does  not 
spread  upwards  into  the  body;  before  it  has  involved  the 
whole  of  the  cervix  it  will  probably  in  some  places  have 
invaded  the  parametric  tissues,  and  this  is  the  case  long 
before  the  body  is  attacked. 

All  evidence  collected  goes  to  show  that  cancer  of  the  body 
begins  nowhere  except  in  the  epithelium  of  the  surface,  or  of 
the  glands.  Small  cancerous  masses  are  sometimes  seen  on 
the  interior  of  the  body  in  cases  of  primary  cancer  of  the 
cervix  ;  it  may  be  more  reasonable  to  consider  these  as  new 
growths  from  independent  centres  than  as  secondary  deposits 
from  a  primary  cancer  of  the  cervix. 

It  may  be  laid  down  as  an  axiom,  "That  all  cases  of 
cancer  of  the  uterus  should  be  operated  upon,  provided  they 
are  met  with  at  a  period  sufficiently  early  to  justify  the  hope 
of  effecting  a  cure.'* 

What  justifies  the  hope  of  effecting  a  cure? 

Be  the  cancer  where  it  may,  the  hope  rests  in  that  the 
disease  has  not  passed  beyond  the  uterine  tissues.  The  signs 
generally  relied  upon  are :  the  free  mobility  of  the  uterus, 
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absence  of  induration  around  it,  and  no  affection  of  the  glands. 
The  examination  should  be  thorough,  both  per  vaginam  and 
per  rectum^  and  if  necessary  under  an  anaesthetic.  In  spite  of 
every  care,  clinical  investigation  may  mislead,  because  the 
disease  may  have  passed  beyond  the  limits  of  the  uterus,  and 
yet  give  rise  to  none  of  the  physical  signs  mentioned ;  coarse 
induration  can  be  readily  discovered,  but  the  commencement 
of  infection  of  the  parametric  connective  tissue  will  escape 
discovery,  namely,  the  extension  of  the  proliferating  or  John 
the  Baptist  cells.  The  difficulty  is  to  extirpate  the  disease  in 
a  lateral  direction.  It  is  the  same  in  the  body,  the  tendency 
is  to  invade  the  broad  ligaments  and  peritoneum  or  adherent 
intestines. 

What  are  the  facts  with  regard  to  the  entire  removal  of 
the  disease  from  the  uterus  itself,  and  the  prevention  of 
recurrence  ?  How  much  of  the  uterus  can  be  removed  by  the 
less  severe  operation  ?  Can  enough  be  removed  to  ensure  pre- 
vention of  recurrence  ? 

By  the  case  I  have  brought  forward  this  evening  it  is  shown 
that  the  whole  of  the  uterine  tissue  can  be  "  shelled  "  out ;  but 
is  this  sufficient  to  prevent  recurrence  ?  Is  the  risk  of  recur- 
rence greater,  or  not,  when  a  part  of  the  uterus  is  left  behind  ? 
In  the  cases  in  which  recurrence  took  place,  in  one  the  stump 
remained  healthy,  and  in  one  it  was  superficially  and  clearly 
secondarily  affected.  In  all  recurrence  took  place  in  the 
parametric  tissue,  and  in  one  in  that  only*  This  points  clearly 
to  the  possibility  of  extirpating  cancer  by  the  "shelling" 
method,  and  in  so  far  as  the  prevention  of  recurrence  in  the 
uterus  is  concerned,  total  extirpation  of  the  uterus  presents  no 
advantage  over  the  minor  operation.  But  how  about  recurrence 
in  the  parametrium  ?  Will  total  extirpation  help  us  to  prevent 
this  mode  of  recurrence  more  than  the  minor  operation  ?  This 
I  must  leave  to  be  answered  by  the  results  of  analogous  opera- 
tions, such  as  that  on  the  tongue. 

Microscopically  there  are  two  forms  of  cancerous  disease  of 
the  body,  as  of  the  cervix — adenomaand  true  cancer.  All  cancers 
of  the  bodv  resemble  scirrhus. ,    It  has  been  found  in  the 
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growing  part  that  the  disease  grew  from  glands,  suggesting  that 
all  cancers  of  the  body  were  columnar  epithelioma.  The  direc- 
tion which  the  growth  takes  is  similar  in  some  respects  to  that 
taken  when  it  attacks  the  cervix  primarily.  It  involves  the 
whole  surface  of  the  body,  but  tends  to  respect  the  cervix ;  in 
the  later  stages  it  passes  beyond  the  inner  orifice,  and  attacks 
the  cervix  to  the  os  externum.  It  spreads  deeply,  involves 
the  muscular  wall,  giving  rise  to  implication  of  the  peritoneal 
surface,  and  adhesions  of  neighbouring  organs,  and  then  it 
invades  the  adherent  parts.  Sometimes  it  will  open  into  the 
intestines,  causing  a  fistula  between  the  small  intestine  and 
uterus,  or  extend  along  the  broad  ligament,  forming  a  con- 
siderable tumour  there.  Total  extirpation  of  the  uterus  is  here 
the  only  justifiable  operation. 

Recurrence,  if  after  total  extirpation  or  "  shelling"  may  take 
place  early  or  late,  but  if  a  considerable  time  has  elapsed  before 
its  appearance — say  a  period  of  eighteen  months  to  two  years — 
it  may  be  inferred  that  the  reappearance  is  not  a  recurrence, 
but  a  new  development. 

After  Results. — In  operations  where  the  neck  has  been 
amputated  by  the  supra-vaginal  method  in  women  before  the 
menopause  has  occurred,  a  complication  is  more  or  less  almost 
bound  to  arise.  Cicatrisation  of  the  stump,  causing  stenosis  of 
the  neck,  takes  place,  so  that  no  opening  exists  for  the  menstrual 
flow  to  escape  ;  this  gives  rise  to  much  suffering  and  ovarian 
trouble.  I  have  tried — I  must  acknowledge  unsuccessfully — 
to  rectify  this  condition  by  trying  to  open  up  the  uterine  canal 
by  either  incision  or  burning  with  Paquelin's  cautery,  and 
inserting  a  stem  or  plug  to  keep  the  channel  patent  during 
healing,  but  with  little  result.  I  have  suggested  removing  the 
uterine  appendages  by  abdominal  section  in  several  cases  as 
being  the  only  means  feasible,  but  females  decline  to  submit, 
and  endure  with  fortitude  the  agonies  consequent  on  the 
enforced  retention  of  the  menstrual  flow. 

Cases,  then,  in  which  supra- vaginal  amputation  is  considered 
the  operation  to  be  advised  in  women  before  the  menopause 
has  taken  place,  stenosis  of  the  canal  is  almost  bound  to  follow, 
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and  provision  should  be  stipulated  for  subsequently  removing 
the  uterine  appendages  if  ovarian  trouble  should  arise.  This 
preliminary  statement  to  the  patient,  easier  said  at  first,  will 
afford  the  surgeon  a  better  chance  of  removing  the  uterine 
appendages  if  it  prove  requisite.  I  believe  the  method  of 
"  shelling  "  will  obviate  this  contretemps  to  a  minimum. 

I  may  be  pennitted  to  mention  that  my  tenth  case  of  total 
extirpation  of  the  uterus  per  vaginam>  done  October  29th  of 
this  year,  is  up  and  well,  at  which  I  had  the  honour  of  Dr. 
Edis's  presence. 

I  may  also  mention  that  I  have  recently  seen  a  patient  (Mrs. 
Guy)  from  whom  I  removed  the  entire  uterus  per  vaginam  in 
October,  1885,  now  six  years  ago,  and  whose  case  I  reported 
to  the  Society.  I  have  great  pleasure  in  stating  that  I  found 
her  in  excellent  health. 


No. 

Date. 

Name. 

Result. 

Remarks. 

I 

Sept  23,  1884 

Mary  Ann  Gates 

R. 

2 

Jan.  12,  1887 

Maria  Guy         

R. 

Alive  and  well, 
Nov.  1891. 

3 

Oct  20,1885 

Maria  Woods    ...        ,.. 

R. 

4 

Tune  23,  1887 
Nov.  25,  1887 

Eliza  Kelby       

R. 

i 

Eliza  Rant         

D. 

May  21, 1888 

Myra  Mary  Ward 
Annie  Holmes  ... 

D. 

7 

April  3,  1888 

R. 

8 

Dec.  29,  1888 

Annie  Wright 

D. 

9 

Feb.  18,  1891 

Sarah  Cooper    

D. 

10 

Oct  29. 1891 

^^BdL             #••              •••              ••• 

R. 

Mortality,  40 

per  cent.        Recovery,  60  per  ceo 

it. 

Dr.  Edis  exhibited  the  uterus  removed  from  a  patient 
age  45,  mother  of  five  children,  who  was  admitted  under 
his  care  in  the  Chelsea  Hospital  for  Women.  She  had 
suffered  from  menorrhagia  for  the  last  three  or  four  years,  and 
for  the  last  six  months  there  had  been  almost  continuous 
haemorrhage.  During  the  last  twelve  months  there  was  a 
yellowish  discharge,  somewhat  offensive  in  odour.  She 
experienced  pain  in  the  left  lower  abdomen,  radiating  to  the 
back  and  left  thigh.  Her  appearance  was  anaemic,  but  not  at 
all  emaciated. 

On  examination,  a  polypoid  mass,  the  size  of  a  walnut, 
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was  found  protruding  from  the  os  uteri,  firmly  adherent  to  the 
left  side  of  the  cervix,  bleeding  somewhat  readily  upon  touch. 
Per  speculum,  the  mass  was  seen  to  be  irregular  in  outline, 
quite  unlike  an  ordinary  smooth  polypus. 

On  October  5  th  the  patient,  being  placed  under  the 
influence  of  ether,  total  extirpation  of  the  uterus  was  ac- 
complished, the  uterine  arteries  being  first  ligatured  and  catch 
forceps  applied  to  any  bleeding  vessel.  The  ovarian  arteries 
were  tied.  Six  pairs  of  forceps  were  left  on  until  the  following 
day,  when  they  were  removed.  The  vagina  was  packed  with 
carbolic  gauze.  There  was  very  little  blood  lost  during  the 
operation.  She  convalesced  fairly  well.  Some  sloughs  came 
away  with  the  injection  a  fortnight  later,  and  she  was  dis- 
charged cured  on  November  2nd,  when  the  vaginal  wound 
had  healed  perfectly  and  the  patient's  general  health  had 
greatly  improved. 

Dr.  Shaw  Mackenzie's  report  upon  the  specimen  is 
appended :  — 

"  In  cervical  wall  is  a  cauliflower  mass,  growing  within  the 
cervix  and  penetrating  wall  to  a  small  extent 

"Growing  from  near  the  fundus  is  a  smooth  polypoid 
growth. 

"  Microscopic  sections  of  cauliflower  growth  show  numerous 
new  epithelial  cells,  in  places  grouped  together  with  fine 
fibrillated  stroma.    Alveolar  carcinoma  (encephaloid). 

"  The  upper  polypus  shows  commencing  new  epithelial 
growth,  but  there  are  no  groups  of  cells  or  alveoli  formed. 
In  places  ciliated  epithelium  can  be  seen. 

"Possibly  the  lower  growth  began  in  this  way,  Le.t 
malignant  disease  appearing  as  a  simple  polypus. 

"  The  bases  of  both  growths  show  glandular  structure." 

Mr.  F.  B.  Jessetfs  case,  read  and  shown  by  Dr.  Purcetl. 

Mrs.  R.,  age  60.    Carcinoma  of  uterus. 
In  July,  1889,  Dr.  MacCarker  asked  me  to  see  a  patient 
with  him.      The  os   was  ulcerated,  hardened,  and  deeply 
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fissured  in  places.  Vaginal  walls  not  implicated.  Uterus 
moveable.  I  advised  operation — supra-vaginal  amputation. 
The  operation  was  performed  on  July  21st.  I  cut  out  a  wedged- 
shaped  piece,  extending  high  into  the  body  of  the  uterus. 
Therewas  no  haemorrhage  of  importance.  Patient  made  a  good 
recovery.  Microscopic  examination  pronounced  the  disease 
to  be  carcinoma  originating  in  the  cervical  canal. 

The  patient  died  in  June,  1891,  and  I  was  fortunate 
enough,  through  the  courtesy  of  Dr.  McCarker,  to  get  the 
specimen  which  I  now  show,  and  by  which  you  will  see  there 
is  no  recurrence  of  the  disease. 

Mr.  Reeves  said  he  wished  he  had  nothing  to  do  but  to 
congratulate  Mr.  Purcell  upon  his  case.  The  operation  of 
shelling  out  the  uterus  looked  certainly  original,  but  as 
described  by  Dr.  Purcell  it  seemed  to  be  nothing  more  than 
removing  the  uterus  sub-peritoneally,  as  had  been  done 
abroad.  He  did  not  see  how  the  complete  shelling  out 
process  could  be  done  except  in  rare  cases,  because  the 
peritoneum  was  very  firmly  adherent  to  the  fundus.  In 
reference  to  the  stenosis,  he  mentioned  that  he  had,  some 
years  ago,  operated  on  a  patient  of  Dr.  Lloyd  of  Bloomsbury, 
and  had  removed  the  cervix  with  the  icraseur  for  a  large 
cauliflower  growth.  In  doing  this  he  had  the  misfortune  to 
penetrate  Douglas*  pouch.  This,  however,  was  sewn  up,  and 
no  harm  resulted.  He  saw  nothing  more  of  her  for  several 
years  until  she  applied  for  admission  at  the  London  Hospital. 
She  then  had  an  enlargement  of  the  uterus,  due  to  retention 
of  the  menses.  Under  an  anaesthetic  he  punctured  the  womb, 
but  did  not  "strike  oil,"  and  he  was  ultimately  obliged  to 
allow  her  to  leave  the  hospital  unrelieved.  Indeed,  the 
subsequent  stenosis  seemed  to  be  a  real  difficulty.  He  was 
surprised  to  hear  from  Dr.  Purcell  that  in  cases  of  enforced 
menopause  the  woman's  life  was  unendurable,  and  asked  why 
and  how  this  was  so.  If  the  operation  were  undertaken  early, 
then,  as  far  as  recurrence  was  concerned,  he  did  not  see  much 
to  choose  between  the  two  methods,  except  that  the  mor- 
tality of  vaginal   hysterectomy  was  very  low  indeed — not 
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more  than  5  per  cent  in  experienced  hands — and  it  was 
easier  of  execution,  and  therefore  more  rapidly  done  than 
"  shelling  out" 

Dr.  Bantock  said  that,  labouring  under  the  disadvantage 
of  not  having  heard  the  earlier  part  of  the  paper,  he  was 
under  the  impression  that  Dr.  Purcell  described  a  method  of 
removing  the  uterus  by  applying  successive  ligatures  and 
cutting  between  them  and  the  organ  until  complete  separa- 
tion was  effected.  In  the  case  reported,  however,  he  was 
puzzled  by  the  statement  that  the  peritoneal  cavity  having 
been  opened  in  Douglas*  pouch,  Dr.  Purcell  applied  a  pair  of 
forceps  (one  blade  of  which  entered  the  peritoneal  cavity)  to 
the  last  portion  of  tissue  near  the  cornu  on  one  side.  The 
remarks  of  Mr.  Reeves  removed  his  first  impression,  and  he 
was  now  in  doubt  as  to  the  real  nature  of  the  proceeding.  If 
Dr.  Purcell  meant  that  after  separation  of  the  uterus  from  the 
bladder  in  front,  and  opening  into  the  peritoneal  cavity  be- 
hind, he  then  applied  successive  ligatures  to  portions  of  tissue 
likely  to  contain  any  bleeding  vessels,  and  divided  between 
the  ligatures  and  the  uterine  body,  then  he  could  not  see  the 
reason  for  the  term  "  shelling  out,"  nor  the  difference  between 
his  method  and  that  which  he  himself  had  several  times 
adopted  and  witnessed  last  year  in  two  operations  performed 
by  Olshausen  in  Berlin.  If,  on  the  other  hand,  he  proposed, 
as  he  gathered  from  Mr.  Reeves1  observations,  to  remove  the 
whole  of  the  uterine  tissue,  leaving  nothing  but  the  peritoneal 
envelope,  then  he  ventured  to  say  that  Dr.  Purcell  proposed 
an  impossible  proceeding.  Everyone  knew  that  while  the 
uterus  was  loosely  connected  in  front  (as  far  as  it  was  in  con- 
nection with  the  bladder)  and  at  the  sides  as  high  as  the 
cornua,  yet  that  on  the  posterior  aspect,  at  the  fundus,  and  in 
front  (to  half  its  extent)  the  peritoneum  was  so  intimately 
connected  that  it  required  a  careful  dissection  to  separate  it 
With  regard  to  the  result  in  the  case  in  question,  he  would 
remark  that  patients  seemed  to  recover,  no  matter  what 
method  was  adopted.  One  operator  applied  forceps  to  each 
broad  ligament,  and  as  the  patient  recovered  he  advocated 
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the  method  as  the  royal  road.  One  closed  the  peritoneum, 
and  another  left  it  open.  He  was  distinctly  of  opinion,  after 
trying  several,  that  the  best  method  would,  in  the  long  run, 
be  found  to  be  that  of  separating  the  bladder  from  the  uterus  in 
front,  opening  into  Douglas'  pouch  behind,  applying  ligatures 
on  each  side  and  dividing  between  them  and  the  uterine  body, 
and  finally  closing  the  peritoneal  opening.  But  he  preferred 
suturing  the  peritoneum  only,  to  the  method  adopted  by 
Olshausen,  who.  includes  also  the  vaginal  mucous  membrane 
in  his  suture.  By  the  former  method,  in  which  the  raw 
surface  is  carefully  excluded  from  the  peritoneal  cavity,  any 
oozing  escapes  freely  into  the  vagina. 

With  regard  to  the  question  of  the  recurrence  of  the  di- 
sease, Dr.  Purcell  had  omitted  to  allude  to  the  important  factor 
of  the  age  of  the  patient.  Fourteen  months  since  he  (Dr. 
Bantock)  had  operated  on  a  young  married  woman,  only  23 
years  of  age.  The  cervix  was  the  site  of  a  large  epithelioma, 
and  he  had  intended  performing  high  amputation.  Anxious  to 
get  as  far  away  as  possible  from  the  disease,  he  divided  the 
mucous  membrane  behind  a  full  quarter  of  an  inch  clear  of 
the  disease,  and  when  he  had  completed  the  amputation  he 
found  he  had  opened  into  Douglas'  pouch,  and  he  was 
obliged  to  remove  the  whole  organ,  together  with  the  left  ovary 
and  tuLrc,  which  were  extensively  diseased.  The  peritoneal 
opening  was  closed  by  a  continuous  suture,  including  only 
the  peritoneum,  and  the  patient  made  an  excellent  recovery. 
But  it  was  disappointing  to  find  that  within  four  months  the 
disease  had  returned  in  the  cicatrix,  and  a  few  weeks  ago  he 
was  informed  of  her  death.  A  year  ago  he  operated  on  a 
woman  about  40  years  of  age,  and  about  two  months  ago  the 
disease  had  evidently  returned  in  the  cicatrix.  In  a  third 
case — about  the  same  time — his  last  information  was  to  the 
effect  that  there  was  no  return,  but  the  patient  had  become 
insane.  On  the  other  hand,  in  the  case  of  a  lady  some  60 
years  old,  who  had  the  cervix  removed  by  the  thermo-cautery 
in  Rome,  and  for  whom  he  performed  vaginal  hysterectomy 
nearly  two  years  ago,  there  was,  up  to  the  present  time,  no 
return  of  the  disease. 
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It  made  a  great  difference  also  whether  the  disease 
primarily  affected  the  body  or  the  cervix.  In  the  former 
case,  if  taken  early,  he  believed  the  prospects  of  the  patient 
were  much  better  than  in  the  latter.  He  recalled  a  case  in  which 
he  had  operated  six  or  seven  years  ago.  The  bladder  gave 
way  on  the  third  day — whether  as  the  result  of  injury  during 
the  operation  or  the  passing  of  the  catheter  by  the  nurse  he 
could  not  say — but  it  seemed  to  have  a  salutary  influence,  for 
the  constant  flow  of  urine  acted  as  a  cleansing  agent  He 
subsequently  closed  the  fistula  and  the  patient  remains  quite 
well. 

He  was  not  in  love  with  the  partial  removal  of  the  organ. 
In  two  cases  he  removed  the  cervix  by  the  electric  cautery 
and  although  the  division  appeared  to  be  effected  clear  of  the 
disease,  yet  in  both  there  was  a  return.  In  a  third  case,  in 
which  he  removed  a  large  epitheliomatous  mass  by  means 
of  the  thermo-cautery  of  Paquelin  over  four  years  ago,  there 
has  been  no  return. 

Dr.  Japp  Sinclair  showed  a  specimen  from  the  last  opera- 
tion he  had  performed  that  very  day.  It  was  his  forty-third 
case  of  total  extirpation  of  the  uterus.  He  had  had  consider- 
able experience  in  addition  in  cases  in  which  he  had  began 
operation,  but  found  it  impossible  to  carry  it  through.  When 
he  learned  that  Dr.  Purcell  was  to  read  a  paper  on  this  sub- 
ject he  resolved  to  attend,  for  he  was  unable  to  make  out 
what  was  meant  by  the  process  of  shelling.  They  had  now 
had  a  definition  and  explanation,  yet  he  could  not  say  that 
he  was  very  enamoured  of  the  proceeding.  It  seemed  to  go 
so  near  to  total  extirpation,  and  must  be  difficult  to  carry  out, 
that  he  thought  it  would  be  unsatisfactory  in  the  long  run. 
The  operation  which  he  had  been  doing  during  the  past  year 
was  the  operation  which  Dr.  Bantock  had  just  described,  and 
which  he  had  seen  performed  by  Olshausen  in  Dr.  Bantock's 
company.  This  appeared  to  him  to  be  an  almost  perfect 
operation.  He  did  not  consider  it  at  all  a  drawback  to  open 
Douglas*  pouch  when  there  was  no  difficulty  in  removing 
the  whole  uterus.     If  obliged  to  shell  it  out  we  must  take 
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away  as  much  as  we  can.  He  recalled  the  case  of  an  elderly 
woman  suffering  from  haemorrhage,  &c,  who,  when  brought 
to  him  nearly  two  years  ago,  had  the  uterus  nearly  fixed,  the 
mucous  membrane  of  the  vaginal  portion  being,  however,  fairly 
healthy,  so  that  he  hoped  to  get  the  whole  thing  out.  On  tying 
the  mucous  membrane  of  the  vagina,  however,  he  found  that 
the  whole  cervix  was  one  weltering  mass  of  disease.  He  there- 
fore took  a  pair  of  curved  scissors  and  cut  down  into  healthy 
tissue  in  the  left  broad  ligament  There  were  frightful  spurts 
of  blood,  but  he  seized  the  vessels  with  pressure  forceps,  and 
managed  to  go  all  round  with  but  comparatively  little  loss  of 
blood.  There  were  perhaps  a  dozen  vessels  in  all.  He  believed 
he  got  well  up  to  the  fundus,  and  then  swabbed  the  parts  out, 
painting  them  with  a  1  in  2  solution  of  chloride  of  zinc. 
That  patient  was  apparently  well  and  healthy  at  the  present 
time.  That  was,  in  his  opinion,  the  typical  operation  of 
spelling  out  which  was  to  be  resorted  to  when  nothing  else 
coi^ibe  done.  The  operation  he  had  that  day  performed 
was  different  It  was  a  case  in  which  a  large  epitheliomatous 
mass  filled  the  vagina  in  a  woman  who  had  been  suffering 
from  haemorrhage  for  twelve  months.  The  uterus  was  perfectly 
movable.  Improving  on  the  operation  of  Olshausen,  after 
making  out  the  margin  of  the  bladder,  he  cut  through  right 
across  in  front,  then  tied  the  uterine  arteries  deeply  on  either 
side.  He  then  cut  through  the  tissues  between  the  ligatures 
and  the  uterus.  They  could  see  in  the  specimen  that  in  spite 
of  the  contraction  of  the  tissues  the  vaginal  surface  round  the 
affected  parts  was  quite  clear  and  free  from  disease.  Behind 
he  thought  it  was  better  to  put  on  a  temporary  ligature  as  far 
as  possible  towards  the  posterior  fornix.  He  then  cut  into 
Douglas'  pouch.  As  an  experiment  he  pulled  down  the 
uterus  as  far  as  possible,  and  seizing  the  diseased  mass  he  cut 
across  above  it  The  uterus  cut  like  parsnip.  Even  naked-eye 
examination  after  the  operation  proved  that  he  had  not  got 
above  the  diseased  parts.  He  thought  there  was  very  little 
gain  of  time  in  putting  on  pressure  forceps,  and  he  noticed  in 
Dr.  Purcell's  notes  that  after  the  removal  of  the  forceps  the 
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temperature  ran  up  to  nearly  102°,  implying  sepsis.  The 
ligatures  could  be  put  on  very  quickly  until  they  included  the 
Fallopian  tube.  The  same  thing  was  done  on  the  other  side, 
and  the  uterus  was  then  pulled  out  One  never  need  see  the 
bowels  or  ovaries,  and  the  latter  were  never  in  his  experience 
diseased  from  primary  disease  of  the  uterus  at  this  stage:  By 
pushing  in  sponges  as  one  opened  the  peritoneum,  the  bowels, 
&c,  could  be  kept  out  of  sight.  He  had  in  every  case  closed 
the  chasm  in  the  floor  of  the  pelvis  during  the  last  twelve 
months,  putting  in  three  or  four  catgut  stitches,  just  as  one 
would  close  the  external  wound  in  abdominal  sections.  In 
the  last  thirty-two  cases  two  only  had  been  fatal,  and  in  both 
the  fatal  result  was  due  to  a  too  slavish  imitation  of  Olshausen. 
He  thought  that  the  ligatures  in  the  broad  ligaments  would 
have  acted  as  drains  and  closed  the  peritoneum  too  firmly. 
He  had  subsequently  to  loosen  the  sutures,  and  in  one  case 
nearly  a  pint  of  serum  came  out  with  terrific  force,  showing 
that  the  cause  of  the  mischief  was  the  want  of  efficient  drainage. 
He  had  met  with  almost  the  same  condition  in  another  case,  and 
since  then  he  had  always  put  in  at  least  one  rubber  drainage 
tube  so  as  to  reach  the  peritoneal  cavity.  This  was  cut  short 
so  as  not  to  project  into  the  vagina,  and  the  oozing  blood  and 
serum  were  soaked  up  by  the  gauze.  Under  these  circum- 
stances they  did  not  require  to  touch  the  patient  for  a  week, 
merely  watching  the  temperature.  He  had  done  the  operation 
in  this  way  a  week  ago.  Since  then  there  had  been  no  rise  of 
temperature,  no  quickening  of  the  pulse,  though  the  patient 
was  52  years  of  age,  and  suffered  from  heart  disease.  The 
drainage  tube  may  be  removed  on  the  third  or  fourth  day. 
No  fresh  dressing  is  necessary,  and  yet  on  removal  it  is 
found  to  be  perfectly  sweet.  With  that  simple  addition  of 
careful  draining  of  the  pelvis,  Olshausen's  operation  was,  he 
believed,  a  perfect  method  of  extirpating  the  uterus.  They 
tied  all  the  vessels  of  the  uterus,  which  they  did  not  do  in 
shelling  out,  and  that  led  to  quiescence  and  atrophy  of  the 
parts,  which  was  very  favourable  to  recovery,  and  to  pre- 
vention of  recurrence  of  the  disease.    The  operation  should, 
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he  thought,  be  undertaken  in  all  cases  when  the  uterus  was 
movable. 

Dr.  PURCELL,  in  reply,  congratulated  the  President  on  his 
forty-three  cases  of  total  extirpation.  The  President's  argu- 
ments had  turned  more  or  less  on  that  operation,  but  the 
method  he  himself  had  brought  forward  was  for  a  minor  con- 
dition  of  disease  of  the  cervix,  the  uterine  tissue  not  being 
infiltrated.  Very  possibly  it  was  nothing  new.  They  had  done 
operations  of  supra-vaginal  amputation,  and  removing  cone- 
shaped  pieces,  which  was  not  exactly  taking  the  whole  of  the 
uterus  away.  He  did  not  argue  that  shelling  out  was  to  take 
the  place  of  total  extirpation  of  the  uterus.  He  was  himself 
in  favour  of  that  operation  in  a  certain  class  of  cases,  but  in 
minor  conditions  it  was  better  to  take  away  a  portion  only. 
He  questioned  whether  supra-vaginal  amputation  was  quite 
the  thing,  and  whether  they  ought  not  to  go  a  trifle  higher, 
and  take  away  the  whole  organ.  In  the  operations  for  total 
extirpation  which  he  himself  had  performed,  he  had  not 
attempted  to  bring  together  the  peritoneal  surfaces  or  the 
mucous  membrane  of  the  vagina.  It  prolonged  the  operation, 
and  he  did  not  think  it  materially  affected  the  recovery  of  the 
patient.  Having  left  the  peritoneum  open,  he  trusted  to 
drainage  and  syringing.  Dr.  Bantock  had  not  quite  grasped 
his  method  of  proceeding.  It  consisted  simply  in  snipping 
away  the  tissues  once  one  had  got  past  the  lower  uterine 
vessels.  After  that  point  there  was  no  further  trouble  as  to 
bleeding.  He  worked  round  until  he  came  to  the  other  side, 
where  the  right  vessels  were  intact,  and  there  he  put  on  the 
forceps.  He  thought  it  was  quite  immaterial  whether  one 
opened  Douglas'  pouch,  provided  they  drained.  When  that 
happened  he  simply  closed  it  with  two  or  three  sutures,  and 
the  patients  got  well  He  questioned  whether,  in  Dr.  Edis's 
case,  the  operation  of  total  extirpation  was  justifiable.  On 
looking  at  the  specimen  he  had  come  to  the  conclusion  that 
supra-vaginal  amputation  would  have  taken  away  all  the 
disease.  In  any  event  this  would  have  been  accomplished  by 
removing  a  further  cone-shaped  piece  of  tissue. 
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Dr.  EDIS  observed  that  before  the  womb  was  hardened  the 
appearances  were  very  different.  On  passing  the  sound  into 
the  uterus  it  bled  very  profusely,  and  gave  him  the  impression 
that  there  was  further  disease  in  the  uterus,  apart  from  this 
polypoid  growth.  It  was  on  this  account  that  the  patient, 
when  asked  her  opinion,  said  : — *  Do  something  to  relieve  me, 
even  if  you  kill  me  on  the  table." 

Dr.  Heywood  Smith's  Specimen. 

Naked-eye  Appearances. — Both  ovaries  enlarged ;  the  right 
ovary  more  so  than  the  left,  but  only  slight  difference ;  sur- 
faces show  where  adhesions  have  been  torn  away.  A  few 
follicles,  but  not  many,  to  be  seen. 

Microscopical  Examination. — Both  ovaries  show  a  striated 
or  fenestrated  structure  (probably  due  to  shrinking,  from  the 
action  upon  them  of  spirit,  in  which  the  specimen  was  placed), 
but  there  is  also  a  distinct  increase  in  the  fibrous  tissue,  with 
a  corresponding  absence  of  the  small  Graafian  follicles,  and 
this  condition  is  more  marked  in  the  left  than  in  the  right 
ovary.  This  I  conclude  certainly  amounts  to  a  condition  of 
cirrhosis. 

October  6,  1891.  CLEMENT  GODSON. 

Report  on  Uterine  Appendages  {removed  April  14,  1891.) 

Right  Side. — Right  Fallopian  tube,  3±  in.  long ;  normal. 
No  signs  of  disease  except  a  few  minute  cysts,  about  the  size 
of  pins'  heads,  immediately  under  peritoneum  covering  tube. 
Right  broad  ligament,  normal.  Right  ovary,  i£  in.  long  by 
1  in.  broad,  by  f  in.  thick.  Surface  fairly  smooth.  There 
are  a  few  cicatrices,  and  some  traces  of  peritonitic  adhesions. 
The  cut  section  shows  several  Graafian  follicles  in  the  cortex. 
They  vary  in  size,  none  attaining  the  size  of  a  pea.  The  con- 
sistence of  the  organ  is  normal.  A  small  piece  taken  from 
the  cortex,  and  examined  microscopically,  shows  a  distinct 
increase  of  the  fibrous  stroma ;  the  walls  of  the  vessels  are 
thickened,  and  the  small  Graafian  follicles  much  less  numerous 
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than  normal.    Those  visible  are  ill-defined,  and  their  contents 
granular. 

Left  Side. — Left  tube  and  broad  ligament  normal ;  tube 
3 \  in.  long.  Left  ovary  \\  in.  long  by  J  in.  broad  by  }  in. 
thick.  It  is  smaller  than  the  right.  Trace  of  peritonitic  ad- 
hesions on  surface,  which  is  marked  by  a  few  small  cicatrices. 
On  the  cut  surface  are  seen  several  follicles  in  the  cortex, 
from  the  size  of  a  pea  downwards.  The  tissue  of  the  organ  is 
firmer  than  natural.  A  piece  examined  microscopically  shows 
that  the  normal  structure  of  the  organ  is,  to  a  large  extent, 
replaced  by  fibrous  tissue.  There  are  few  blood  vessels,  and 
these  have  thickened  walls.  No  small  follicles  discernible 
under  the  microscope. 

From  the  above  data  I  am  of  opinion  that  the  left  ovary  is 
in  a  condition  of  cirrhosis,  and  that  the  right  ovary  is  slightly 
cirrhotic,  but  to  a  less  extent  than  the  left 

Both  Fallopian  tubes  are  normal. 
June  9, 1 891.  Christopher  Martin. 

Report  on  Two  Ovaries  and  Tubes  submitted  for  Examination 

by  the  Gynaecological  Society. 

Naked-eye  appearance. — Neither  are  abnormally  large  or 
small,  but  one  is  larger  than  the  other,  and  flatter.  The  sur- 
faces are  for  the  most  part  smooth,  but  present  in  places 
thicker  patches,  due  to  thin  adhesions.  The  central  portions 
of  the  organ  are  firm,  while  the  cortical  parts  are  soft,  showing 
numerous  thin-walled  follicles. 

Microscopically. — The  stroma  presents  a  loose  tissue  of 
,  small  spindle  cells  and  fibrils,  with  interspaces.  Specimen  2a 
shows  a  normal  advancing  follicle  whose  wall  is  not  thickened, 
but  loosely  surrounded  by  the  stromal  spindle  cell  tissue ;  also 
numerous  follicles  of  a  less  advanced  stage,  while  in  same 
section  the  remains  of  a  corpus  luteum  may  be  seen.  The 
tunica  granulosa  is  well  seen  in  the  more  advanced  follicle. 
The  vessels  apparently  are  not  increased  in  number,  or 
diminished,  and  their  walls  are  not  hypertrophied.  The  tubes 
are  in  every  way  normal,  and  non-adherent  to  the  ovaries. 
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I  am  unable  to  satisfy  myself  these  appearances  are  other- 
wise than  may  be  seen  in  a  normal  ovary. 

Specimens  with  microscopic  sections,  as  follows  : — 
(i)  Normal  ovary  and  tube. 

(2)  Ovaries  and  tube  under  under  examination. 

(3)  Chronic  inflammation  of  ovaries  and  tubes. 

J.  A.  Shaw-Mackenzie,  M.B.  (Lond.) 

Pathologist  Chelsea  Hospital  for  Women. 
November \  188 1. 

On  Chronic  Inflammation  of  Ovaries  and  Tubes,  with  Micro- 
scopic Appearances.  By  J.  A.  Shaw-Mackenzie,  M.B. 
(Lond),  M.R.C.S.,  Pathologist  to  the  Chelsea  Hospital 
for  Women. 

The  difficulties  of  recognising  pathological  changes  in 
chronic  inflammation  of  the  ovary,  which  are  not  obvious  to 
the  naked  eye,  has  induced  me  to  bring  forward  the  follow- 
ing specimens  of  chronic  inflammation  of  the  ovaries  and 
tubes,  with  microscopic  sections  of  the  same. 

No.  1  are  normal  ovaries  hardened  in  spirit.  It  will  be 
noticed  they  are  not  alike  in  shape.  The  surfaces  are  com- 
paratively smooth,  the  tubes  free,  and  fimbriae  defined,  while 
the  microscopic  sections  show,  apparently,  a  network  of  fibres, 
which  is  mechanical,  and  not  pathological.  Microscopic 
sections  of  ovaries  hardened  in  Muller's  fluid,  show  an  alto- 
gether different  appearance;  and  I  would  here  point  out, 
before  we  can  satisfy  ourselves  the  structure  is  abnormal,  we 
must  be  quite  clear  as  to  what  a  normal  ovary  is — both  to  the 
naked  eye  and  microscopically.  The  normal  size  of  the  ovary 
is  not  constant,  and  no  two  ovaries  are  alike  in  shape.  They 
vary  in  different  individuals,  according  to  different  periods  of 
life  and  in  various  social  conditions,  in  length,  breadth,  thick- 
ness, and  weight ;  in  virgins,  unchaste,  married,  multipara, 
puerperal,  widows,  at  the  menopause,  and  in  old  age,  according 
to  Henning's  table,  quoted  by  Mr.  Lawson  Tait — i.e.,  roughly 
speaking,  they  vary  under  different  conditions  of  hyperemia. 
In  the  same  way  the  surface  varies  considerably.    The  rup- 
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tured  follicles  form  cicatrices  on  the  surface,  and  every  follicle 
which  niptures  helps  to  destroy  the  original  smoothness  of  the 
surface.  The  minute  structure  consists  essentially  of  a  stroma 
of  connective  tissue  elements  loosely  made  up  of  small 
spindle  cells,  and  other  cells  like  the  interstitial,  inter-tubular 
cells  of  the  testis,  of  fibrils,  which  form  a  denser  layer  in  the 
cortical  part ;  of  blood-vessels,  and  of  ovum-bearing  follicles, 
which  are  more  limited  to  the  cortical  region.  The  stroma  is 
constantly  varying.  Every  follicle  which  makes  its  way  from 
the  deeper  part  to  the  surface,  every  follicle  which  retrogrades, 
every  corpus  luteum  which  is  left,  or  interstitial  hyperemia 
which  takes  place,  disturbs  the  stroma,  and  adds  its  quota, 
physiologically,  to  the  already  existing  connective  tissue 
elements,  so  that  it  is  evident  it  is  difficult  to  fix  on  a  given 
standard  ovary.  The  follicles  in  the  normal  ovary  are  chiefly 
of  two  kinds — miniature  ones,  consisting  of  circular  groups  of 
cells ;  and  the  more  advanced,  with  definite  wall,  and  lining, 
the  tunica  granulosa. 

The  Fallopian  tubes  are  pretty  constant,  divided  into 
fimbriated  and  uterine  ends  with  intermediate  ampulla.  The 
coats  are  peritoneal,  subserous,  muscular  and  mucous ;  the 
muscular  being,  as  in  the  intestine,  composed  of  longi- 
tudinal and  circular  fibres,  a  third  internal  longitudinal  layer 
— according  to  Mr.  Whitridge  Williams,  of  Baltimore — being 
seen  at  the  uterine  end;  while  the  mucous  coat  presents, 
according  to  that  observer,  four  primary  longitudinal  folds  at 
the  uterine  and  ovarian  ends ;  while  at  the  ampulla  there  are 
numerous  convolutions,  simulating  the  villi  of  the  intestine 
while  in  some  specimens  may  be  seen  sections  of  diverticula 
in  structure  like  the  mucous  membrane  of  the  lumen. 

At  the  same  time,  appreciable  pathological  differences  may 
be  readily  determined  in  specimens  which  are  advanced  in 
chronic  inflammation,  and  I  would  submit  for  your  considera- 
tion the  specimens  on  the  table  (twenty-five  in  number). 

On  examining  them,  the  ovary  is  enlarged,  the  follicles 
are  distinct,  forming  cysts,  and  when  cut  across  appear  as 
cup-shaped  firm  depressions,  or  as  one  cyst  as  shown  in  the 
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specimens  recently  removed  by  Dr.  Fancourt  Barnes ;  wfaikf  in 
the  specimen  removed  by  Dr.  Edis  there  are  no  cysts  seen, 
but  the  ovary  is  hollowed  out,  and  when  first  removed  and 
cut  across  contained  clear  fluid.  The  general  consistence  is 
tou^h  and  leathery,  the  surfaces  rough  from  adhesions  which 
have  matted  the  organ  firmly  in  the  pelvis.  The  Fallopian 
tubes  are  hypertrophied,  the  fimbriae  fleshy  and  lost  in 
adhesions  to  the  ovary,  while  in  the  specimen  removed  by 
Dr.  Schacht  the  tubes  contained  pus,  and  on  one  side  was 
continuous  with  pus  in  the  ovary,  forming  tubo-ovarian 
abscess. 

Microscopically  I  would  submit  that  in  the  ovaries : — 
(i)  The  stroma  presents  the  appearance  of  a  dense  tissue 
of  spindle  cells,  swollen  and  larger  and  coarser  than  normal, 
which  pass  into  the  cortical  layer  to  the  surface  of  the  ovary, 
while  numerous  inflammatory  leucocytes  are  seen,  and  tracts 
of  fibrous  tissue  defined. 

(2)  The  follicular  walls  are  thickened,  showing  fibrous 
rings,  and  internally  to  them  a  marked  zone  of  inflammatory 
cells  apparently  continuous  with  the  tunica  granulosa.  The 
less  advanced  follicles  are  indistinct,  fewer  in  number,  and 
contents  are  absent  or  obscured. 

(3)  The  vessels  are  numerous,  with  thickened  walls,  some 
containing  blood  clot  or  debris,  while  new  vessels  run  into  the 
surface  from  surrounding  adhesions. 

It  is  obvious  that  these  changes  amount  to  hyperplasia  and 
hypertrophy  of  the  elements,  and  the  hypertrophied  ovary 
results,  but  the  pathological  conditions  are  only  relative  in 
size  to  those  normally,  and  I  admit  it  is  a  difficult  point 
to  decide  where  normal  tissue  ends  and  inflammatory  cell 
proliferation  begins,  and  to  decide  what  is  transitory  tissue 
and  what  permanent 

I  cannot  help  thinking  of  all  the  terms  applied  to  inflamma- 
tion of  the  ovary,  cirrhosis  is  the  least  desirable.  I  do  not  think 
we  can  take  cirrhosis  of  the  kidney  or  liver  as  our  guide,  with 
its  pre-cell  infiltration,  and  ultimate  fibrotic  condition.  The 
"  raspberry  "  kidney  and  "  hobnail "  liver  occur  in  organs  which 
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are  constantly  filtering  blood,  and  essentially  different  to  the 
ovary,  and  I  would  prefer  to  study  inflammation  in  the  ovary 
and  tube  by  the  light  of  inflammation  as  ordinarily  accepted 
in  connective  tissue. 

The  stages  in  both  seem  to  be  the  same — hyperemia  and 
exudation,  cell  proliferation  and  hypertrophy — and  I  cannot 
doubt  that  such  changes  are  real  in  the  hypertrophied  ovary  ; 
but  here  the  similarity  ends.  In  the  specimens  present  to-night 
I  do  not  feel  that  the  ultimate  or  fibrotic  stage  is  reached,  nor 
am  I  satisfied  that  these  ovaries  do  go  on  to  that  stage  of 
necessity.  It  is  noteworthy  that  the  majority  of  ovaries  which 
are  removed  for  chronic  trouble  are  large,  insomuch  that  we 
constantly  hear  the  term  cirrhosis  with  hypertrophy.  I  have 
no  doubt  that  in  cases  of  acute  ovaritis,  consequent  on  sepsis, 
injury,  gonorrhoea,  true  cicatricial  fibrosis  does  occur,  with 
destruction  of  tissue  and  follicles,  producing  the  small,  hard, 
contracted  organ,  and  to  which  the  term  cirrhosis  may  well  be 
applied.  Of  the  microscopical  appearances  in  the  exanthe- 
mata, in  rheumatic,  syphilitic  and  alcoholic  affections,  I  regret 
I  have  no  specimens,  but  I  can  well  believe  they  present  the 
same  appearances  as  those  shown  to-night,  and  that  fibrosis  is 
not  present. 

The  behaviour  of  the  follicles  is  no  less  important  than  that 
of  the  stroma  in  chronic  inflammation.  It  does  not  seem 
apparent  that  all  the  follicles  are  destroyed.  Some  are  minia- 
ture, some  have  formed  cysts,  and  in  one  case — that  of  Dr. 
Fancourt  Barnes — a  larger  single  cyst.  (1)  I  would  submit 
that  in  chronic  inflammation,  though  the  tubes  may  be  unable 
to  carry  the  ovum  from  inflammatory  obstruction,  there  are 
sufficient  follicles  to  carry  on  the  function  of  the  organ  per  se. 
(2)  That  the  follicles,  as  a  rule,  do  not  advance  in  size,  but 
apparently  the  walls  get  thickened  and  set  in  the  fibrosing 
stroma.  (3)  That  there  is  no  evidence  to  show  that  in  chronic 
inflammation  the  follicular  cysts  coalesce,  or  individually  get 
to  a  size  to  destroy  all  the  ovarian  structure. 

I  would  here  submit  a  point  in  Dr.  Edis'  specimen.  When 
this  ovary,  the  size  of  an  orange  when  removed,  was  cut  across, 
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clear  fluid  was  evacuated.  The  centre  of  the  organ  was 
apparently  hollowed  out,  while  the  cortical  walls  remained 
thickened,  and  with  no  epithelial  lining.  Was  this  an  advance 
on  Dr.  Fancourt  Barnes'  case,  and  simply  a  huge  follicle,  or 
had  it  resulted  from  exudation  ?  Is  there  any  reason  why 
we  should  not  get  a  hydro  ovary,  as  a  hydro  salpinx  ?  We 
can  get  effusion  of  blood  in  the  ovary,  why  not  effusion  of 
fluid? 

The  microscopic  appearances  in  the  tubes  show  the  walls 
to  be  hypertrophied,  the  lumen  blocked,  epithelium  destroyed, 
and  the  villous  processes  and  basement  membrane  of  the 
mucous  coat  more  or  less  infiltrated  with  small  inflammatory 
cells,  while  vessels  are  numerous  with  hypertrophied  walls  In 
some  sections  blood  clot  may  be  seen  in  the  vessels,  also 
extravasated  in  the  tissues,  and  sometimes  free  in  the  lumen 
of  the  tube,  irrespective  of  menstruation.  Whether  this  is 
pathological,  or  mechanical  from  sudden  ligature  of  the  tubes 
on  removal,  I  am  unable  to  say.  The  muscular  tissue  shares 
in  the  hypertrophy.  If  we  assume  the  peristaltic  action  of  the 
tube  as  favouring  the  passage  of  the  ovum,  fluid,  or  blood  in 
the  normal  state,  we  can  understand  that  it  should  hypertrophy 
in  cases  of  salpingitis  where  occlusion  of  the  lumen  occurs, 
exactly  as  the  heart  muscle  hypertrophies  in  aortic  or  mitral 
stenosis,or  as  the  intestine  hypertrophies  in  chronic  obstruction. 

I  am  greatly  indebted  to  Dr.  Edis,  Dr.  Fancourt  Barnes, 
Dr.  Travers,  and  Dr.  Schacht,  for  kind  permission  to  exhibit 
and  make  use  of  the  specimens  removed  by  them.  It  would 
be  incomplete  if  I  did  not  mention  in  each  of  these  cases  the 
symptoms  necessitating  operation  were  chronic  invalidism, 
unendurable  pain  at  times,  constant  menorrhagia,  fluctuating 
temperature,  and  the  presence  of  a  distinct  pelvic  swelling 
bimanually. 

Dr.  Fancourt  Barnes'  patient  (specimen  woodcut  No.  i) 
was  a  young  woman  aged  21.  Married  two  years.  Regular  till 
marriage,  since  then  irregular  and  profuse.  Pain  used  to 
come  on  at  times,  with  haemorrhage  often  lasting  fourteen 
days.    The  pain  was  unendurable  on  right  side  of  abdomen, 
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Dr.  Fancourt  Barnes'  Cue  (No.  i). 
Hypertrophied  tube ;  advanced  inflammation  of  •vary, 


a.  Undeveloped  follicle,    i.  Hyper-  Dr.  Schacht's  Cue. 

trophy  of  artery,      c.   Norma)  Hypertrophy  of  tube.       Epithelium 

vessel,     d.  Follicle   with   thick  partially  destroyed.      Section  of 

walla,     1.  Condensed   and  by.  diverticulum,     Hemorrhages, 
pertropoied  stroma. 
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and  has  been  going  on  for  twelve  months,  and  she  is  con- 
stantly laid  up.  There  is  no  history  of  any  other  illnesses. 
On  October  15th  Dr.  Fancourt  Barnes  performed  abdominal 
section,  and  owing  to  the  numerous  adhesions  there  was  great 
difficulty  in  removing  the  ovary  and  tube.  One  month  after 
operation  she  was  quite  well  and  free  from  pain. 

Dr.  Schacht's  patient  (woodcut)  was  a  young  woman  21 
years  old.  Married  two  years.  Periods  excessive.  Has  com- 
plained of  pain;  discharge;  painful  micturition  for  some  months. 
Per  vaginam,  a  hard  globular  tender  mass  is  felt  behind  uterus. 
On  September  9th  Dr.  Schacht  opened  the  abdomen.  Cyst 
of  left  ovary,  size  of  fist,  removed.  The  right  ovary  contained 
a  small  cyst  with  puriform  contents,  communicating  with 
pyosalpinx  of  tube.  Both  tubes  hypertrophied  and  adherent, 
and  contained  pus.  She  made  an  uninterrupted  recovery,  and 
was  discharged  well  on  October  6th. 

I  have  studied  carefully  Mr.  Lawson  Tait's  work  on  ovaritis, 
and  since  the  above  was  written  I  have  had  the  opportunity  of 
reading  Mr.  Bland  Sutton's  work  on  these  points. 

Tn  the  first  place,  I  am  unable  to  find  much  reference  to 
the  microscopic  characters  of  the  chronic  inflamed  ovary.  I 
cannot  help  thinking  these  specimens,  taking  the  stroma, 
follicles  and  vessels  together,  show  it  (2)  I  understand  Mr. 
Sutton  to  deny  the  muscular  hypertrophy  in  tubes.  (3)  That 
a  follicle  may  advance  to  enormous  cystic  disease  ;  I  can  only 
submit  that  those  cystic  follicles  shown  to-night  do  not  look 
as  if  they  would  get  bigger,  but  less.  (4)  Though  hydrocele 
of  the  ovary,  analogous  to  hydrocele  of  the  testicle,  is  described, 
there  is  no  evidence  of  any  such  condition  of  hydro  ovary. 
(5)  His  beautifully  coloured  plate  of  gonorrheal  pyosalpinx  is 
nearly  identical  with  specimen  of  Dr.  Schacht's  pyosalpinx, 
but  there  was  no  history  of  gonorrhoea.  (6)  He  remarks  most 
happily  that  there  is  a  subtlety  in  the  term  cystic  ovary,  for 
normal  ovaries  are  cystic,  and  I  would  ask  him  to  let  me  go 
further,  and  say  there  is  a  subtlety  in  the  term  cirrhosis  of  the 
ovary,  for  normal  ovaries  are  essentially  composed  of  cirrhotic 
tissue; 
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It  was  proposed  by  Dr.  Fenton,  seconded  by  Dr.  Ban- 
TOCK,  and  carried,  that  the  discussion  be  adjourned  until 
December  10th. 

The  Society  then  adjourned. 
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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 

Thursday,  December  io,  1891. 
W.  CHAPMAN  GRIGG,  M.D.,  President,  in  the  Chair. 

Present  :  22  Fellows,  1  Visitor. 

The  following  were  elected  Fellows  of  the  Society :  Dr.  G. 
A.  Hawkins  Ambler ;  Dr.  M.  T.  Brewis ;  Dr.  F.  W.  Kirkham. 

The  following  were  proposed  for  election :  Dr.  Henry  M. 
Brown,  Ohio,  U.S.A. ;  Dr.  Edmund  Burke  Echlin,  Ontario. 

Dr.  Fenton  said :  Gentlemen, — Having  at  our  last  meet- 
ing moved  the  adjournment  of  the  debate  on  Dr.  Heywood 
Smith's  specimen  of  so-called  cirrhosis  of  the  ovaries,  I  feel 
I  should  be  greatly  wanting  in  courtesy  to  the  Society  if,  after 
so  doing,  I  did  not  make  any  remarks  upon  the  subject  An 
engagement  which  it  is  impossible  for  me  to  postpone  prevents 
me  making,  as  I  should  have  much  preferred  to  do,  a  viva  voce 
criticism.  Under  the  circumstances  I  ask  for  your  indulgence 
in  permitting  me  to  have  it  read  by  your  Secretary. 

It  will  be  within  the  recollection  of  the  Society  that  on 
May  14th  of  this  year,  Dr.  Heywood  Smith  showed  two 
ovaries  which  he  had  removed  from  a  young  married  woman, 
aged  28,  who  had  borne  two  children,  and  had  two  abortions* 
The  further  account  of  the  case  was  that  the  uterus  was 
retroflexed,  and  that  she  had  pain  in  the  left  inguinal  region 
since  her  last  miscarriage  seven  years  ago.  Dr.  Heywood 
Smith  went  on  to  state  that  he  found  the  left  ovary  enlarged 
and  tender.  The  ovaries  were  removed  exactly  one  month 
before  they  were  exhibited  here,  so  that  they  came  before  us 
in  a  very  good  state  for  us  to  form  an  opinion  as  to  their  con- 
dition.   Now  what  were  we  shown  ?    Two  ovaries,  with  about 
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three  and  a-half  inches  of  tube  attached  to  each.  Your 
pathological  sub-committee  report  that  these  tubes  are 
absolutely  healthy,  and  this,  I  think,  the  Society  at  large  will 
unhesitatingly  endorse.  The  right  ovary  measured  one  and  a- 
half  inches  long,  by  one  inch  broad,  and  three-quarters  of  an 
inch  thick.  The  left,  one  and  one-sixth  of  an  inch  long,  by 
three-quarters  of  an  inch  broad  and  three-quarters  of  an  inch 
thick.  Thus  the  right  ovary  of  the  two  was  the  largest,  yet 
one  of  the  reasons  given  for  removing  the  ovaries  of  this 
young  woman  was  that  the  left  one  was  large  and  tender,  and 
that  she  had  a  pain  in  her  left  inguinal  region.  Now  that 
these  ovaries  are  out,  I  ask  which  of  them  is  it  that  we  are  to 
suppose  is  too  little  or  which  too  large.  I  do  not  suppose  for 
a  moment  that  I  am  alone  in  thinking  that  no  two  ovaries 
taken  from  any  subject  are  ever  an  absolute  pair,  although 
there  may  never  have  been  any  suspicion  of  disease.  I  submit 
that  the  dimensions  of  both  these  ovaries  are  well  within  the 
limits  of  health.  Then  the  external  appearance  of  them  is 
described  as  smooth  in  outline,  and  there  are  said  to  be  traces 
of  adhesions ;  well,  if  so,  they  were  of  the  most  cobwebby 
description,  for  there  was,  and  is,  precious  little  to  show  for 
them — they  require  the  eye  of  faith  to  see  them.  Adhesions 
or  not,  be  it  remembered  that  the  tubes  and  their  fimbriae 
were  perfect  and  uninjured,  yet  inflammation  about  the  ovaries 
invariably  is  more  destructive  of  the  tubes,  and  especially  the 
fimbriae,  than  other  pelvic  structures.  The  cut  sections  are 
said  to  show  few  follicles  and  much  fibrous  stroma.  But  is 
there  an  exact  proportion  of  the  one  to  the  other;  do  they  not 
vary  in  perfect  health  in  different  individuals  and  at  different 
ages  ?  At  our  last  meeting  some  very  beautiful  specimens  of 
normal  ovaries  were  shown  alongside  sections  of  Dr.  Hey  wood 
Smith's  specimens,  as  cut  and  mounted  by  various  observers, 
and  it  was  astounding  to  my  mind  how  alike  they  were.  Will 
Dr.  Heywood  Smith  define  what  is  the  second  stage  of 
cirrhosis,  and  tell  us  which  of  these  ovaries  is  in  that  stage  ? 
Is  there  any  second  stage  pur  et  simple  ? 
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Gentlemen,  I  boldly  assert  that  there  has  been  no  justi- 
fication for  this  operation  (a)  on  the  clinical  history  of  the 
case,  nor  (b)  on  the  physical  examination  (the  deductions  from 
which,  be  it  remembered,  were  negatived  by  what  was  found 
at  time  of  operation),  (c)  It  was  not  rendered  necessary  even 
if  the  adhesions  are  admitted,  and  allowed  to  have  been  some- 
thing more  than  cobwebs,  (d)  The  microscopic  appearances 
gave  no  justification  whatever,  and  yet,  before  any  further 
evidence  could  be  obtained,  a  step  must  be  taken  which  is 
irrevocable.  We  have  had,  however,  before  us  the  reports  of 
the  gentlemen  who  have  made  the  pathological  and  micro- 
scopical examination,  which  are  absolutely  damning  by  reason 
of  the  exceeding  faintness  of  the  support  they  give.  Were 
such  an  operation  as  this  to  receive  the  cachet  of  our  Society's 
approval,  then  indeed  will  numbers  of  useless,  senseless,  and 
dangerous  operations  be  performed  for  which  we  shall  have 
to  bear  the  responsibility.  It  will  assuredly  recoil  on  our 
heads  by  giving  at  last  a  solid  foundation  for  the  cry  so  often 
raised  against  gynaecologists,  that  they  are  ready  to  approve 
the  removal  of  ovaries  of  women  of  all  ages,  under  any 
circumstances  which  can  obtain  the  most  nebulous  support 
by  the  arts  of  special  pleading. 

Dr.  Bantock  said  that  his  remarks  would  be  more  par- 
ticularly directed  to  the  observations  of  Dr.  Fenton,  which 
had  been  read  by  the  Secretary.  Dr.  Fenton  had  drawn 
particular  attention  to  the  clinical  history,  denouncing  the 
course  of  action  pursued  by  Dr.  Heywood  Smith,  He  (Dr. 
Bantock),  on  the  contrary,  thought  this  was  Dr.  Smith's 
strongest  point  The  patient  had  had  several  children,  but 
there  had  been  no  pregnancy  for  seven  years.  This  in  itself 
argued  that  there  was  probably  something  wrong  with  the 
ovaries.  Dr.  Fenton  laid  great  stress  on  the  fact  that  the 
tubes  were  quite  healthy,  but  he  (Dr.  Bantock)  was  not  aware 
that  there  was  any  necessary  connection  between  cirrhosis  and 
disease  of  the  tubes.  Dr.  Bantock  cited  a  case  in  point,  viz., 
that  of  a  married  woman,  aged  44,  who  ceased  to  menstruate 
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two  years  after  the  birth  of  her  second  child,  and  whose 
appendages  he  removed  after  seven  years  of  more  or  less 
constant  pain.  In  that  case  the  ovaries  were  no  larger  than 
field  beans,  while  the  tubes  were  perfectly  healthy.  He  was 
anxious  to  know  from  the  microscopists  how  they  distinguished 
the  earliest  stage  of  this  process.  While  it  might  be  easy  to 
demonstrate  under  the  microscope  the  peculiar  character  of 
the  cirrhotic  state  in  its  advanced  stage,  he  did  not  believe 
that  this  instrument  could  be  trusted  in  the  earlier  stages.  He 
assumed  that  the  first  stage  was  one  of  congestion,  and  as 
this  continued  probably  hyperplasia  followed.  This  would 
account  for  some  enlargement,  and  certainly  for  the  fact  that 
there  was  no  diminution  in  the  size  of  the  organs,  as  in  Dr. 
Heywood  Smith's  case.  He  was  inclined  to  trust  more  to 
the  microscopical  appearances,  combined  with  the  clinical 
history.  After  all,  symptoms  were  the  guide  to  treatment  in 
these  cases,  and  the  pathology  came  afterwards.  He  had  seen 
a  considerable  number  of  cases  in  which  the  symptoms  of  the 
patient  and  the  result  of  the  operation  had  completely 
justified  him  in  acting  as  Dr.  Heywood  Smith  had  done  in 
the  case  in  question. 

Dr.  Edis  said  that  the  case  was  not  only  of  pathological 
but  of  clinical  interest,  and  this  fact  should  not  be  lost  sight 
of.  Distinguished  pathologists  had  before  now  misled  him 
in  respect  to  the  non-malignancy  of  suspicious  growths. 
Pathologists  might  say  they  were  not  cirrhotic,  but  clinically 
they  gave  a  well-marked  train  of  symptoms  held  to  be 
characteristic  of  that  condition.  He  felt  sure  that  these  cases 
were  not  operated  upon  heedlessly,  and  that  the  operation 
which  had  been  called  in  question  was  entirely  justified,  not 
merely  from  a  pathological  but  from  a  clinical  point  of  view. 
Pathology  did  not  always  substantiate  what  clinical  evidence 
taught. 

Dr.  Leith  Napier  said  he  thought  the  matter  to  be  dis- 
cussed was  more  the  pathological  than  the  clinical  questions 
relative  to  cirrhosis.  But  as  some  speakers,  notably  Dr.  Edis, 
had   esteemed  the  clinical  conditions  as  of  equal,  if  not  of 
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greater,  importance  than  the  pathological,  as  justification  for 
operation,  he  might  be  allowed  to  add  a  few  words  to  this 
aspect  of  the  debate.  If  he  understood  Dr.  Edis  aright,  he* 
had  stated  that  in  some  cases  he  had  performed  abdominal 
section  for  supposed  pathological  conditions  which  were,  as  a 
matter  of  subsequent  observation,  found  not  to  exist ;  and, 
notwithstanding,  it  was  said  that  the  operations  were  justified 
by  the  improvement  in  the  patients  after  operation.  In  other 
cases  Dr.  Edis  had  refrained  from  operating,  although  there 
seemed  to  be  clear  evidence  of  pathological  conditions,  and 
in  these  instances  the  patients  recovered  perfectly.  If  we 
were  to  be  guided  by  clinical  observations  it  was  surely  need- 
ful to  regard  certain  clear  clinical  signs  as  of  paramount  im- 
portance. Less  experienced  operators  than  Dr.  Heywood 
Smith  required  something  definite  to  guide  them.  Signs  of 
enlargement  of  the  ovaries— even  of  adhesions  of  the  tubes 
and  ovaries — if  accompanied  with  very  intractable  pain,  might 
justify,  nay  require,  operation.  But  with  nothing  objective, 
with  only  the  subjective  signs  of  pains  of  greater  or  less 
degree,  the  operation  was  one  undertaken  simply  for  neurosis. 
The  consensus  of  opinion  was  against  operating  in  simply 
neurotic  conditions ;  for  while  in  some  patients  operation 
seemed  to  do  good,  others  became  perfectly  well  without  such 
procedure,  and  a  third  class  seemed  to  obtain  no  relief  but  to 
be  left  worse  than  before.  It  was  a  haphazard  proceeding  at 
best,  if  it  might  resolve  itself  into  "  Operate  and  you  may  do 
your  patient  good ;  don't  operate  and  the  patient  may  become 
better."  To  return  to  the  point  of  justification :  if  there  were 
clinical  signs  beyond  pain  we  were  justified  in  attempting  to 
relieve  the  pain  by  removing  the  parts  diseased,  but  if  not, 
there  were  only  a  very  limited  number  of  cases  in  which  we 
should  venture  to  subject  our  patients  to  the  grave  risks  in- 
volved. Dr.  Shaw-Mackenzie  had  dealt  thoroughly  with  the 
points  of  pathology  which  appeared  most  pertinent,  and  little 
could  be  added  to  enforce  his  excellently  clear  views.  In 
conclusion,  Dr.  Napier  compared  the  term  "cirrhosis"  to  a 
leaky  unsatisfactory  umbrella,  which,  while  it  might  to  some 
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extent  protect  us  from  a  shower  of  unpleasant  reflections, 
would  be  better  dispensed  with  as  a  method  of  saving 
ourselves,  even  at  the  risk  of  our  operative  enthusiasm  be* 
coming  greatly  damped. 

Dr.  Shaw-Mackenzie  said  that  at  the  last  meeting  he  had 
exhibited  a  great  many  sections  of  normal  ovaries,  also  of  Dr. 
Heywood  Smith's  case,  and  from  cases  of  undoubted  advanced 
inflammation  of  ovaries.  There  was  no  condition  of  fibrosis  in 
any  of  them.  He  had  felt  diffidence,  being  a  recent  member, 
in  sending  up  a  report  in  terms  against  that  of  Drs.  Godson 
and  Martin.  It  should  be  remembered  that  the  ovaries,  when 
Dr.  Godson  received  them,  had  been  in  spirit  for  a  long  time, 
and  hence  showed  an  artificial  or  mechanical  fibrosis.  He  was 
unable  to  criticise  Dr.  Martin's  sections,  because  they  had  not 
been  sent  up,  but  he  felt  bound  to  criticise  some  of  the  conclu- 
sions at  which  he  had  arrived.  Dr.  Martin's  report  was  almost 
identical  with  the  case  of  cirrhosis  in  Mr.  Lawson  Tait's  work, 
but  in  that  case  the  ovaries  were  small  and  fissured,  which  Dr. 
Heywood  Smith's  were  not.  Though  Dr.  Martin  considered 
fibrosis  was  present,  there  was  no  mention  of  any  intermediate 
stage.  Though  mentioning  that  follicles  were  seen  to  the  naked 
eye,  he  considered  that  to  the  microscope  they  were  diminished 
in  number  or  not  discernible.  If  Dr.  Heywood  Smith's  speci- 
mens were  fibrosed  they  should  be  smaller  than  normal 
whereas  one  was  enlarged.  Dr.  Shaw-Mackenzie  thought  that 
in  so-called  cirrhosis  there  is  a  first  stage  of  hyperemia,  and  a 
second  stage  of  swelling  and  multiplication  of  cells  of  stroma, 
but  the  third  or  fibrous  stage,  unless  suppuration  had  taken 
place  with  consequent  cicatrisation,  was  never  reached.  Though 
Dr.  Bantock  had  said  that  cirrhosis  of  the  ovary  could  occur 
without  lesion  of  the  tubes,  yet  in  the  large  number  of  the  cases 
it  must  be  allowed  that  the  tubes  were  also  diseased.  If  the 
tubes  remained  patent  it  seemed  certain  most  of  these  ovaries 
were  capable  of  shedding  follicles,  which  could  be  carried  by 
them.  He  found  in  Dr.  Heywood  Smith's  case  that  the  stroma 
was  not  condensed,  that  there  were  follicles  miniature  and 
follicles  advancing,  while  the  vessel  walls  were  not  hyper- 
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trophied,  and  that  there  was  nothing  apparent  in  their  micro- 
scopical structure  to  separate  them  from  normal  ovaries.  In 
considering  reports  on  organs  such  as  these,  no  one  tissue 
should  be  dwelt  upon  alone,  but  all  three — to  wit,  the  stroma, 
the  follicles  and  the  vessels  should  be  considered  together.  It 
should  be  remembered  that  in  cirrhosis  in  other  organs,  such 
as  the  liver  and  kidney,  the  affection  is  a  painless  one. 

The  President  said  there  seemed  to  have  been  no  doubt 
that  ovaries  had  been  removed  too  often.  He  knew  of  two 
cases  in  which  the  neurosis  returned  worse  than  before,  though 
the  tubes  and  ovaries  had  been  completely  removed.  He  re- 
ferred to  a  lady  who  suffered  intense  agony — quite  sufficient 
to  justify  operation — and  a  tumour  could  be  felt  in  the  ab- 
domen. He  decided  to  give  her  the  chance  of  a  rest,  and  the 
tumour  quite  disappeared,  and  she  now  rode  and  hunted,  and 
was  quite  well  She  had  been  twice  confined  to  bed  for  a 
period  of  three  or  four  months  with  her  trouble,  and  yet  now, 
without  operation,  she  was  quite  well.  Another  patient  suf- 
fered intense  pain,  but  after  a  rest  she  got  quite  well  without 
operation.  The  older  one  got  and  the  larger  the  experience, 
the  less  inclined  one  was  to  advise  operative  interference. 

Dr.  Heywood  Smith,  in  reply,  said  that  in  the  report  that 
had  just  been  presented  to  the  Society  on  the  cirrhotic 
ovaries  that  he  had  exhibited  at  the  meeting  on  May  14th,  he 
entirely  agreed  with  that  of  Mr.  Christopher  Martin,  and  since 
by  the  President's  ruling  he  was  debarred  from  the  right  of 
reply  to  the  strictures  of  several  Fellows,  he  desired  to  recall 
the  facts  of  the  case  to  the  Society,  in  order  to  justify  both 
his  diagnosis  and  the  operation.  The  patient  was  about  28 
years  of  age,  and  had  suffered  pain  for  about  seven  years. 
After  an  abortion  she  caught  cold,  just  before  Christmas, 
1890,  and  had  been  confined  to  her  bed  ever  since.  Remedies 
had  failed  to  relieve  her,  and  for  five  or  six  weeks  previous 
to  her  admission  into  Warrington  Lodge,  on  April  4th,  had 
been  obliged  to  have  morphia.  He  removed  the  ovaries  on 
April  14th,  and  showed  them  as  good  specimens  of  cirrhosis 
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in  the  second  stage — an  opinion  which,  he  contended,  had  been 
confirmed  by  the  microscopical  examination.  The  patient 
had  since  entirely  recovered  her  health.  He  protested  against 
the  expression  used  by  the  President  in  the  few  remarks  he 
had  made — prejudging  a  case  he  had  not  seen — viz.,  that 
"  here  was  a  poor  woman  who  had  had  her  ovaries  removed 
for  neuralgia/1  In  Mr.  Meredith's  paper,  read  before  the 
Medical  Society  on  abdominal  surgery  on  April  14th,  there 
occurred  this  extraordinary  sentence  : — "  The  symptoms 
usually  found  associated  with  the  condition  now  generally 
known  as  cirrtwtic  ovaries  partake  so  largely  of  the  character 
of  neurosis,  suggesting  the  cerebrospinal  or  sympathetic 
systems  as  the  original  seat  of  mischief,  that  the  extirpation 
of  such  organs,  unless  prolapsed,  and  distinctly  adherent  in  the 
pelvis,  is  commonly  a  procedure  of  doubtful  expediency." 
To  those  among  them  who  were  accustomed  to  deal  with 
diseases  of  the  ovaries,  cirrhosis  was  a  well-marked  disease, 
progressing  apparently  in  three  stages,  each  of  which  is  fairly 
defined,  and  each  producing  more  or  less  dysmenorrhcea.  The 
first  stage  consisted  in  congestion  and  hyper-vascularity, 
wherein  the  menstrual  molimen  produces  turgescence  of  the 
organs  and  dysmenorrhcea,  from  the  increased  tension  in  the 
enlarged  vessels.  In  the  second  stage  the  increased  vascularity 
has  caused  gradual  thickening  of  the  vascular  walls,  and  then 
increased  deposit  of  fibrous  tissue  in  the  stroma ;  and  here, 
too,  the  vascular  tension  in  the  tougher  stroma  produces  pain. 
In  this  stage  it  was  not  at  all  necessary  to  find  the  ovary 
smaller  than  normal,  as  some  speakers  had  inferred.  On  the 
contrary,  owing  to  the  thickening  of  the  tissue,  one  would 
expect  ,to  find  it  rather  larger.  And  at  last  the  third  stage 
was  reached,  where  the  increased  stroma,  badly  nourished  by 
its  encroachment  on  the  vascular  area,  shrinks,  and  draws  in 
the  organ — even  to  its  surface — producing  the  well-known 
corrugation  that  marks  the  pathological  condition  that  is  more 
usually  recognised  as  cirrhosis.  In  spite  of  Dr.  Shaw 
Mackenzie's  observations,  and  his  superior  pathological  ex- 
perience, he  maintained  that  there  was  some  increased  den- 
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sity  of  tissue.  As  to  the  remarks  on  the  effect  of  the  spirit 
in  altering  the  appearance  of  the  tissue,  he  stated  that 
Dr.  Martin's  observations  were  made  the  earliest,  and  also 
that  he  had  the  organs  handed  over  to  him  without  knowing 
what  had  been  the  diagnosis,  and  therefore  his  report  was 
quite  without  bias.  He  was  much  obliged  to  Dr.  Bantock  and 
Dr.  Edis  for  their  remarks  that  the  clinical  aspect  of  the  case 
demanded  consideration.  (In  answer  to  the  President's  in- 
quiry, Dr.  Heywood  Smith  read  a  letter  from  the  patient, 
saying  that  she  was  in  perfect  health,  had  lost  all  her  pain, 
and  was  able  to  walk  several  miles.)  With  regard  to 
Dr.  Fenton's  written  speech,  all  he  would  say  was,  that  when 
he  had  had  a  little  more  experience  he  might,  perhaps,  be 
able  to  recognise  this,  to  some,  obscure  disease.  In  the  mean* 
time,  he  did  not  consider  his  observations  worthy  of  a  reply. 
He  maintained  that  he  was  perfectly  justified  in  removing 
the  woman's  ovaries,  and  so  curing  her  of  a  malady  that  was 
not  only  painful,  but  was  rendering  her  a  confirmed  invalid, 
and  in  this  opinion  he  was  fully  confirmed  by  the  report  on 
the  removed  organs  that  had  been  presented  to  us. 

Inversion  of  the  Uterus ;  three  years'  duration.  Reduction 
successfully  accomplished.  By  J.  A.  MANSELL  MOULLIN, 
M.B.Oxon.,  M.R.C.P.,  Physician  to  the  Hospital  for 
Women. 

Elizabeth  D.,  age  26,  married  woman,  was  admitted  into 
the  hospital  August  26th,  1891. 

She  had  been  confined  for  the  first  time  in  October,  1888. 
Instruments  were  used  at  the  labour.  Patient  got  up  in  about 
fourteen  days,  but  had  to  take  to  bed  again  on  account  of 
flooding.  She  kept  to  bed,  on  and  off,  for  five  months,  during 
which  time  there  was  an  almost  continual  loss.  She  was  then 
removed  to  some  other  part  of  the  county,  but  had  again  to  take 
to  bed  for  thirteen  weeks.  After  this  patient  improved  a  little, 
sometimes  going  for  a  week  or  a  fortnight  without  seeing  any- 
thing except  a  slightly  stained  watery  discharge.    Since  the 
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spring  of  the  present  year  haemorrhage  had  been  getting  worse 
again,  often  continuing  for  three  weeks. 

On  admission  the  patient  was  completely  blanched,  but 
otherwise  in  fair  health.  Except  for  the  continual  losses  no 
inconvenience  was  suffered  but  a  slight  bearing  down  at  times. 
On  vaginal  examination  the  uterus  was  found  completely 
inverted,  but  not  enlarged.  The  openings  of  the  Fallopian 
tubes  were  discovered  after  careful  search,  and  admitted  a  probe 
for  about  one-third  of  an  inch.  Traction  on  the  uterus  gave 
rise  to  considerable  pain. 

August  2%th. — Aveling's  repositor,  with  the  largest  cup  (one 
and  three-quarters  inch  diameter)  affixed,  was  applied,  and 
maintained  in  position  for  five  hours.  At  the  end  of  this  time 
the  protruding  mass  was  pretty  much  the  same  as  before,  but 
the  cervix  was  decidedly  more  lax,  and  allowed  the  tip  of  the 
finger  to  be  inserted.  The  repositor  was  then  removed,  and 
patient  put  to  bed.  She  passed  a  bad  night.  The  following 
evening  the  temperature  rose  to  1050  F.,  and  she  complained 
of  some  abdominal  pain  and  tenderness,  but  these  symptoms 
disappeared  completely  in  the  course  of  three  or  four  days. 

September  4th,  11  a.m. — The  repositor  with  large  size  cup 
was  again  introduced.  The  patient  complained  of  consider- 
able pain,  and  a  morphia  suppository,  gr.  £,  was  given.  At 
2.30  p.m.  the  elastics  were  relaxed  a  little,  since  when  the 
pain  has  been  a  good  deal  less, 

4.30  p.m. — Examination  showed  the  repositor  to  be  well 
engaged  in  the  cervix.  It  was  now  removed.  A  considerable 
amount  of  stained  discharge  came  away  with  the  finger.  Not 
more  than  three-quarters  of  an  inch  of  fundus  protruded,  and 
the  forefinger  could  be  inserted  into  the  cervix  as  far  as  the 
first  joint.  A  boracic  douche  was  given,  and  the  repositor 
replaced. 

September  $t/i,  at  12  midnight. — Fundus  now  seemed  to 
protrude  not  more  than  half  an  inch.  A  douche  was  given, 
and  the  repositor  introduced  with  the  smallest  cup. 

9.15  a.m. — Slept  well.  Fundus  almost  flush  with  the 
margin  of  cervix,  and  could  be  readily  pushed  inside  with  the 
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finger,  but  immediately  returned.  Temp.  100.6  F.  Douche 
given  and  repositor  re-applied. 

September  6tf,  1.15  run — The  discharge  was  very  offensive, 
and  no  further  improvement  having  taken  place,  the  repositor 
was  definitely  removed.    Iodine  douche  given. 

September  jtA,  5  p.m. — The  repositor  re-applied  with  largest 
cup. 

September  Srt. — This  morning  cervix  was  quite  lax,  but 
fundus  seemed  much  as  before. 

September  gt/t* — This  morning  the  cup  was  firmly  engaged 
in  the  cervix,  and  removed  with  some  slight  difficulty.  Re- 
duction had  taken  place  during  the  night 

Remarks. — One  of  the  causes  of  failure  to  effect  reduction 
on  the  first  attempt,  which  was  maintained  for  five  hours  only, 
was  probably  an  excess  of  pressure.  The  external  os  and 
cervix  readily  dilated,  and  afforded  a  delusive  hope  of  speedy 
reduction.  The  contraction  of  the  internal  os  is  no  doubt  the 
real  difficulty  to  be  overcome.  It  is  impossible  to  gauge  the 
amount  of  pressure  required,  but  I  am  convinced  it  is  very 
small,  and  if  the  patient  is  at  all  distressed,  the  tension  of  the 
elastics  should  be  at  once  relaxed.  Time  is  the  chief  factor  in 
the  case. 

On  the  second  occasion  the  repositor  was  maintained  in 
position  for  ninety  hours,  with  an  interval  of  thirty.  It  was 
examined  every  eight  hours,  and  the  vagina  douched  with 
boracic  or  iodine  water.  Opium  gr.  i.  was  given  night  and 
morning,  and  the  bowels  relieved  by  enemata.  The  patient 
bore  the  treatment  very  well  The  temperature  on  one  occa- 
sion only  reached  1030  F. 

The  large  cup  one  and  three-quarter  inch  diameter  proved 
far  more  efficacious  than  the  smaller  sizes — one  and  a-half  and 
one  and  a-quarter  inch.  The  explanation  of  this  I  believe  to 
be  that  the  dilatation  is  effected  mostly,  if  not  altogether,  by 
the  lateral  traction  of  the  tissues  over  the  margin  of  the  cup, 
and  not  by  the  pressure  exerted  upon  the  fundus.  It  is  quite 
sufficient,  I  believe,  to  support  the  fundus  in  its  position.  The 
larger  cup  has  the  further  advantage  that  it  cannot  possibly 
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slip  out  of  place.  No  obvious  sensation  of  relief  was  experi- 
enced by  the  patient  on  reduction. 

For  the  above  notes  I  am  indebted  to  our  excellent  resident 
officer,  Dr.  Brock,  whom  I  have  to  thank  also  for  the  care  and 
attention  which  he  paid  to  the  case  throughout. 

The  President  said  that  personally  he  had  seen  two  cases, 
and  they  both  occurred  spontaneously.  In  both  the  placenta 
was  adherent  to  the  fundus  by  only  a  small  attachment,  and 
when  the  uterus  contracted,  with  a  view  to  expelling  the  very 
centre  of  the  placenta,  it  became  inverted.  The  supervention 
of  intense  agonising  pain  should  direct  the  attention  of  the 
practitioner  to  the  presence  of  the  condition,  which  a  vaginal 
examination  would  confirm.  He  remembered  some  years 
ago  making  an  abstract  of  a  paper  by  an  American  prac- 
titioner who  practised  in  the  Southern  States.  He  had  had 
the  extraordinary  experience  of  100  cases,  all  in  negresses,  in 
whom  the  affection  seemed  to  be  very  common.  This  gentle- 
man recommended  a  repositor  of  his  own  invention,  with  a 
small  spring  in  the  shaft,  and  with  it  he  first  effected  reduc- 
tion in  any  case ;  but  he  pointed  out  a  fact  that  had  been 
emphasized  by  the  author  of  the  paper,  viz.,  that  it  was  de- 
sirable to  have  the  instrument  fitted  with  a  large  cup. 

Dr.  Leith  Napier  said :  The  condition  of  acute  in- 
version occurring  post  partum  was  undoubtedly  a  rare  one. 
The  text-books  gave  the  proportion  as  1  in  about  150,000. 
But  chronic  inversion  arose  from  other  causes  besides  par- 
turiency.  An  interstitial  fibroid  in  the  fundus  might  become 
submucous,  and  displace  the  uterus  gradually,  until  at  last 
it  became  wholly  inverted.  There  was  probably  some  special 
relaxation  of  the  cervix,  permitting  this  downward  passage 
of  the  tumour,  and  if  the  attachment  was  a  very  short  one, 
or  the  fibromyoma  sessile,  the  uterus  might  then  follow. 
Dr.  Dolan  had  asked  what  became  of  these  cases  afterwards. 
Dr.  Bantock,  from  his  wide  experience,  had  mentioned  in- 
stances of  irreducible  inverted  uteri  which  were  removed 
surgically.  As  other  speakers  had  previously  discussed  the 
general  question,  Dr.  Napier  would   confine  his    remarks, 
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for  the  most  part,  to  two  illustrative  cases  which  he  had 
seen.    The  first  occurred  in  a  lady  aged  about  43.     It  was 
uncertain  how  the  inversion  originated,  or  how  long  it  had 
existed,  but  it  appeared  gradually,  and  for  about  two  years 
gave  rise  to  frequent  and  severe  haemorrhages  at  the  menstrual 
periods.    This  case,  which  was  one  of  complete  inversion,  was 
treated  in  1876-77  by  Dr.  Napier,  his  then  partner,  an  ex- 
perienced practitioner,  and  a  hospital  surgeon  of  eminence, 
both  of  the  latter  being  since  dead.    Repeated  attempts  at 
reposition  were  made,  but  without  success.    Amputation  of 
the  uterus  was  discussed,  but  negatived,  and  the  patient's 
circumstances  permitting  her  to  observe  every  care  and  pre- 
caution, the  displacement  was  treated  symptomatically.    It 
was  only  at  the  periods  that  great  care  was  needed,  then 
absolute   rest,  vaginal  plugging  round  the  uterus,  very  hot 
douches,  &c,  &c,  being  employed.  Gradually  the  haemorrhages 
became  less  severe,  the  climacteric  arrived,  and  the  uterus 
became  much  smaller  in  size,  and  being  by  this  time  wholly 
intra-vaginal,  gave  rise  to  little  inconvenience.   Probably,  with 
our  present  improved  appliances,  less  patient  treatment  would 
be  pursued,  but  the  case  was  valuable  as  illustrating  the  fact 
that  an  inverted  uterus  might  sometimes  be  left  unrelieved, 
but  yet  be  eventually  naturally  ameliorated.  The  second  case 
— treated  in  St.  Thomas's  Hospital — was  one  of  inversion, 
complicated  with  a  sloughing  sessile  fibroid  attached  to  the 
fundus.    The    condition    had    been   regarded  as  malignant 
uterine  disease  at  more  than  one  hospital.     In  this  case  the 
tumour  was  removed  piecemeal  from  the  uterus,  and  after 
several  attempts  the  inversion  was  successfully  reduced  by 
Aveling's  repositor.     There  was  undoubtedly  great  difficulty 
in  effecting  reduction  in  some  chronic  cases,  and  it  was  possible 
that  there  might  be  a  pathological  explanation  beyond  that 
usually  received.    Time  would  not  permit  of  a  full  statement, 
but  briefly  it  might  be  suggested  that  in  certain  chronic  in- 
versions the  uterus,  having  dragged  peritoneal  covering  down 
with  it,  the  peritoneum  became  the  site  of  chronic  inflamma- 
tion ;  parametric  and  perimetric  effusion  probably  happened, 
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and  these  prevented  the  replacement.  There  must  be  some- 
thing more  than  the  tubal  enlargements,  which  had  been 
already  mentioned.  The  methods  of  treatment  discussed  had 
been  taxis,  and  reposition  by  Barnes1  and  Aveling's  repositors, 
but  a  third  very  valuable  means  had  not  been  referred  to,  viz., 
reduction  of  the  enlarged  congested  uterus  by  a  constant 
current  of  very  hot  water.  An  interesting  account  of  this  was 
contained  in  the  Transactions  of  the  Edinburgh  Obstetrical 
Society.  It  was  possible  that  relief  of  the  congestion  favoured 
spontaneous  reinversion.  Returning  to  the  repositors  as  the 
modern  acceptable  means  of  reduction,  he  could  not  conclude 
without  recalling  the  fact  that  we  owed  the  principle  of  these 
valuable  instruments  neither  to  Dr.  Barnes  nor  Dr.  Aveling, 
but  to  Tyler  Smith,  who  first  suggested  reduction  of  the  in- 
verted uterus  by  means  of  elastic  pressure. 

Dr.  Edis  remarked  that  though  these  cases  were  very  rare, 
he  had  seen  several.  In  one  case  he  had  effected  complete 
reduction  in  twenty-four  hours.  The  gentler  the  application 
of  the  pressure  the  better  was  the  result.  He  thought  that  it 
was  lamentable  that  these  cases  should  ever  be  submitted  to 
amputation.  He  remembered  at  the  Obstetrical  Society  a 
practitioner  had  referred  to  a  case  of  inversion  in  which  he 
opened  the  abdomen,  cut  a  slit  in  the  fundus  uteri,  passed  a 
button  through  it  attached  to  a  string,  and  tried  to  pull  up  the 
inverted  organ,  but  without  success.  The  Society  severely  cen- 
sured this  practice,  and  it  deserved  it  Cases  often  did  not  come 
under  observation  at  once.  Perhaps  a  midwife  delivered,  and 
she  concealed  what  had  happened,  as  she  feared  it  might 
reflect  upon  herself,  and  he  had  also  known  these  cases 
mistaken  for  polypus.  The  inverted  uterus  was  often  ex- 
tremely tender,  perhaps  because  the  tubes  were  dragged  in  at 
the  top  and  became  nipped.  In  one  case  the  inversion  had 
lasted  eleven  years,  but  he  succeeded  in  reducing  it  practically 
within  twenty-four  hours.  Dr.  Aveling  had  given  the  average 
time  at  which  a  reduction  was  effected  at  thirty-six  hours. 

Dr.  RoUTH  agreed  that  all  these  cases  were  reducible. 
Dr,  Edis  had  spoken,  however,  too  lightly  on  the  subject  of 
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diagnosis,  for  many  cases  presented  great  difficulty  in  this 
respect.  He  remembered  well  one  case  in  which  the  cavity  of 
the  uterus  was  unusually  long,  and  although  the  sound  pene- 
trated to  a  greater  distance  than  it  should  do  in  the  healthy 
uterus,  he,  together  with  his  colleagues  at  the  Samaritan 
Hospital,  put  down  the  case  as  one  of  inversion,  but  operation 
for  some  reason  was  delayed.  The  tumour  became  gradually 
smaller,  but  the  sound  penetrated  further.  It  turned  out  to  be 
an  instance  of  polypus.  As  to  manual  reduction,  it  was  im- 
possible to  introduce  the  hand  into  the  vagina  of  a  widow  or 
into  a  patient  with  small  passages.  It  had  been  his  fate  while 
attached  to  the  Samaritan  Hospital  to  see  two  cases  diagnosed 
as  polypus,  in  which  the  uterus  was  cut  off  in  error.  These 
cases  all  recovered  without  one  bad  symptom,  but  sufficed 
to  show  that  the  diagnosis  was  not  always  easy. 

Dr.  Heywood  Smith  said  that  Aveling's  repositor  was  a 
valuable  instrument  from  the  operator's  point  of  view,  for  it 
was  easily  adjusted,  and  required  but  little  attention  ;  but  he 
desired  to  emphasize  the  fact  that  many  cases  could  be  re- 
duced by  manual  efforts  alone.  The  patient  should  be  put 
freely  under  an  anaesthetic,  and  the  hand  being  passed  into  the 
vagina,  the  fingers  should  grasp  the  fundus  of  the  uterus,  and 
rythmically  squeeze  it.  The  hard  fundus  would  gradually 
become  flaccid,  and  then  pressure  should  be  made  with  the 
thumb  against  the  uterine  orifice  of  one  of  the  oviducts.  The 
uterus  would  yield  more  easily  at  that  point,  and  gradually 
become  reverted.  If  that  failed,  recourse  could  afterwards  be 
had  to  instrumentation. 

Dr.  Bantock  could  fully  endorse  the  remarks  which 
had  fallen  from  Drs.  Moullin  and  Edis  as  to  the  value  of 
this  apparatus.  He  referred  to  a  case  in  which  attempts 
had  been  made  to  effect  reposition  by  hand  but  without 
success.  In  another  case  in  which  there  was  no  difficulty 
in  making  a  diagnosis,  the  manual  method  was  tried  and 
found  useless,  whereas  Aveling's  repositor  within  three  days 
completely  restored  the  uterus,  and  the  patient  got  quite 
well  and  remained  so*    As  to  reinversion,  it  was  difficult  to 


Discussion  on  Inversio  Uteri.  493 


•understand  how  a  uterus  which  had  undergone  involution 
■:ould  again  become  inverted,  though  of  course  this  was  pos- 
sible before  involution  was  complete. 

Dr.  Mansell  MOULLIN,  in  reply,  agreed  with  Dr.  Routh 
>  lint  taxis  was  often  impossible,  as  in  chronic  cases  the  vagina 
.wis  so  small  that  even  under  an  anaesthetic  the  hand  could 
not  be  introduced. 

The  Society  then  adjourned. 
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ORIGINAL  COMMUNICATION. 

Ventrofixation  of  Prolapsed  Uterus.  By  OTTO  ENGSTRolf, 
M.D.,  Lecturer  on  Gynaecology  at  the  University  of 
Helsingfors. 

Many  are  the  inconveniences,  and  much  the  suffering,  that 
accompany  a  prolapsed  uterus.  A  quantity  of  both  operative 
and  non-operative  measures  have  therefore,  in  the  course  of 
time  been  proposed,  and  performed,  in  order  to  remove, 
or,  at  least,  to  diminish  this  complaint  But,  as  is  perfectly 
well  known,  the  results  have  not  always  been  satisfactory, 
nor  has  a  lasting  cure  of  this  displacement  been  attained. 

Among  the  measures  which  of  late,  and  in  distinct  cases 
of  prolapsus  uteri,  have  been  used,  it  seems  to  me  that  a 
fixation  of  the  corpus  uteri  with  the  front  abdominal  wall, 
offers  certain  guarantees  of  a  permanent  cure  of  the  displace- 
ment This  treatment  corresponds  also  to  the  origin,  as  to 
the  development,  with  the  same  operative  manner,  for  a  retro- 
flexion of  the  uterus. 

Into  any  detailed  account  it  is  unnecessary  to  enter.  Since 
Koeberte  succeeded  in  making  a  definitive  cure  of  retroflexion 
uteri,  complicated  with  an  ovarian  tumour,  so  that  he,  after  the 
extirpation  of  the  latter,  fixed  the  pedicle  in  the  lowest  corner 
of  the  abdominal  incision,  several  operators  tried,  occasion- 
ally for  another  object  performed,  laparatomy,  in  analogous 
manner  to  remedy  at  the  same  time  existing  displacement  of 
this  kind. 

But  the  question  was  again  allowed  to  fall,  till 
R.  Olshausen,1  at  the  Congress  of  Naturalists  at  Berlin  in 

1  R.  Olshausen.    Ueber  ventrale  Operation  bei  Prolapsus  und  Retro- 
versio  uteri.    Centralblatt  f.  Gynakologie.    1886.    No.  13. 
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1 886,  brought  it  up.  He  mentioned  on  this  occasion  two 
cases  in  which  he,  exclusively  for  the  displacement,  has  per- 
formed laparotomy,  and  at  the  former  abdominal  wall  has 
fixed  on  one  occasion  a  retroverted  and  another  time  a  pro- 
lapsed uterus.  The  result  of  the  operation  seemed  at  first  to 
be  good,  but  afterwards  a  prolapsus  had  formed  itself  again. 

Since  then  this  operative  manner  enjoys  real  interest,  and 
many  are  the  communications  which  show  that  it  is  received 
in  modern  gynaecology.  In  most  cases,  nevertheless,  has  a 
similar  ventrofixation  of  the  uterus  been  carried  out  after,  for 
another  purpose,  performed  laparatomy  subsequent  to  the 
extirpation  of  the  ovaries  or  the  Fallopian  tubes. 

Among  gynaecologists  who  have  performed  ventrofixation 
for  prolapsus  uteris  may  be  mentioned,  Assaky,1  P.  Muller,* 
F.  Terrier,3  O.  Kiistner,4  and  L.  Kleinwachter.5  The  number 
of  the  operations  performed  up  to  the  present  is  not  great,  and 
the  results  have  not  always  been  satisfactory. 

Unwillingly  do  I  attempt  a  similar  operation,  when  it  is 
simply  for  a  displacement.  Only  reluctantly  could  I  bring 
myself  to  perform  such,  as  it  seems  to  me,  a  last  resort  The 
cases  which  compelled  me  to  try  to  remove  the  inconvenience 
of  a  prolapsus  uteri  by  means  of  ventrofixation  of  the  uterus, 
are  as  follows  : — 

I. — L.  F.,  48  years  old.  Carrier's  wife,  Zakobstad. — The 
patient  consulted   me  on  9th  June,  1885,  and  related  the 

1  Assaky.  De  Phystdro-pexie  extra-pe"ritoneale.  Verhandlungen  d.  X. 
internal  Med.  Kongresses.    Berlin,  7-9  August,  1890.    Bd.  iii.  8  Abth. 

1  A.  Strelin.  Die  ventrale  Fixation  als  Mittel  zur  Hebung  des  Prolapsus 
uteri.    Dissert,  inaug.,  Bern,  1890. 

•  F.  Terrier.  Fixation  de  la  paroi  anteVieure  de  Puterus  a  la  face 
posteVieure  de  la  paroi  abdominale  ante*rieure  dans  le  traitement  de  pro- 
lapsus uterin.    Revue  de  Chirurgie,  1889.    No.  3. 

4  O.  Kiistner.  Die  Behandlung  komplicirter  Retroflexionen  und  Pro- 
lapse besonders  durch  ventrale  Operationen.  Valkmanns  Samml-klein 
Vorbrage.    Neue  Folge.    No.  9. 

5  Ludwig  Kleinwachter.  Zur  Frage  der  Ventrofixatio  als  Mittel  zur 
Hebung  des  Prolapsus  uteri.  Zeitschrift  fur  Geburtshulfe  und  Gynako- 
logie  XXI.  237. 
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following :  She  has  born  two  living  children  at  full  term ; 
the  last  fourteen  years  ago  and  never  had  a  miscarriage. 
Only  six  hours  after  the  birth  of  the  last  child  the  patient 
got  up  from  the  bed  and  made  a  severe  strain  of  the  body,  on 
which  the  "  womb  "  protruded  through  the  external  genitals 
to  the  size  of  an  egg.  She  then  felt  violent  pains  in  the 
hypogastrium,  sank  down  and  had  to  %be  lifted  into  bed. 
She  was  obliged  to  remain  there  for  a  month,  and  was  treated 
with  leeches  around  the  vulva  and  vaginal  injections.  Round 
pessaries  were  introduced,  but  they  caused  the  invalid  so 
much  pain  that  they  had  to  be  taken  off.  As  soon  as  the 
woman  turned  in  her  bed  the  "  womb "  came  out.  Since 
then  the  patient  has  suffered  from  a  prolapsus  uteri,  which 
gradually  increased  in  size,  but  which  could  be  replaced  at 
nights.  Latterly  she  suffered  from  a  difficulty  in  passing 
water.  The  bladder  can  be  emptied  only  by  putting  the 
prolapsus  back  with  her  hand.  Of  late  years  the  action  of 
the  bowels  is  difficult  and  the  defalcation  is  accompanied 
by  pains  in  the  abdomen.  The  patient  worked  till  lately, 
although  whilst  doing  so  she  had  suffered  from  severe  pains  in 
the  loins  and  stomach.  For  the  last  few  years  the  coitus  has 
been  impossible,  even  when  the  patient  endeavoured  to  re- 
place the  prolapsus.  Since  some  hard  work  at  the  com- 
mencement of  December,  1884,  it  has  been  impossible  to 
replace  the  prolapsus,  and  from  that  time  the  woman  has 
suffered  from  a  bloody  and  purulent  discharge.  Pains  con- 
tinually in  the  loins  and  lower  part  of  the  abdomen,  and 
decreasing  strength  have  forced  her  to  seek  assistance.  On 
examination  it  was  fo&nd  the  uterus  of  14  centimetres  in 
length,  almost  quite  prolapsed  and  forming,  together  with 
a  completely  inverted  vagina,  a  sausage-like  body  of  about 
nine  centimetres  in  thickness.  The  womb,  on  being  sounded, 
bled  slightly,  and  is  tender  and  cannot,  at  least,  not  easily,  be 
replaced.  The  portio-vaginalis  is  bluish  red  and  somewhat 
thick.  Around  the  os  uteri  externum  a  large  wound  with 
necrotic  margins  and  a  stinking,  bloody  purulent  secretion. 
The  inverted  vagina  pale,  the  walls  soft  as  dough  and  thick. 
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Great  cystocele,  a  small  rectocele.  Strong  tenderness  of 
hypogastrium.  Great  pains  on  attempting  to  replace  the 
prolapsus. 

The  10th  June  replaced  the  prolapsus  in  genu-pectoral 
posture  after  a  preliminary  emptying  of  bowels  and  bladder. 
No  inflammatory  reaction. 

The  1 2th  June  :  Curettage  et  Ampxttatio  cervicis  uteri  alta. 
No  complications. 

The  29th  June  :  Colporrhaphia  anterior  et  Colpoperineor- 
haphia  (Hegar).  The  wounds  healed  by  first  intention.  The 
1 6th  August  the  patient  goes  home  apparently  cured. 

The  2 1  st  June,  1889,  the  woman  came  to  me  again  and 
related  the  following : 

Immediately  after  her  arrival  at  the  country  town  where 
she  lived,  after  the  operation,  a  fire  took  place  opposite 
her  house.  Venturesome  as  she  was  and  believing  herself  to 
be  perfectly  well,  she  took  part  in  the  saving  of  materials,  and 
while  doing  so,  she  lifted  a  heavy  piece  of  wood.  Whilst  so 
occupied  she  felt  great  pains  and  the  uterus  was  pressed  out 
through  the  external  genitals.  A  violent  flow  of  blood  began 
and  the  patient  was  obliged  to  take  to  her  bed  at  once. 
For  the  first  four  days  she  suffered  from  great  pains  in  the 
loins  and  the  abdomen,  also  excessive  tenderness  at  the  lower 
parts  of  the  stomach.  She  recovered  her  health  by  degrees, 
but  since  then  the  womb  falls  out  immediately  she  gets  up. 
She  has  violent  pains  in  the  lower  part  of  her  abdomen,  also 
with  slight  movements  of  the  body,  and  any  difficult  work  is 
beyond  her  strength.  Besides  that  she  suffers  from  very 
frequent  micturition.  The  menstruations  have  been  regular 
until  more  than  six  months  ago,  but  after  that  more  seldom 
with  a  couple  of  months  interval ;  the  last  time  after 
Christmas,  1888.    The  bowels  constipated  ;  the  strength  good. 

On  examination  the  following  was  found  :  the  patient  was 
tolerably  well  nourished.  The  uterus  of  seven  centimetres, 
slightly  anteflected,  completely  prolapsed,  without  difficulty 
replaced,  but  it  falls  out  again  directly  the  patient  sits  up  in 
bed.     Cervic  somewhat  thick,  the  corpus  not  appreciably  so. 

VOL.  VIL— NO.   28.  34 


498  The  British  Gynecological  Society. 

The  postio  rather  purple,  its  mucosa  around  the  os  externum 
slightly  lacerated.  From  the  uterus  a  somewhat  increased 
mucous  and  purulent  secretion.  The  fore  wall  of  the  vagina 
completely  inverted,  pale,  hard  ;  in  the  centre  a  hardly  visible, 
thin  cicatrix.  The  hind  wall  of  the  vagina  mostly  inverted ; 
a  posterior  formix  about  two  centimetres  upward  from  the 
perinaeum.  On  perinseum  and  posterior  wall  of  vagina  a  thin 
sagittal  cicatrix.  The  introitus  vaginae  roomy.  The  perinaeum 
is  extended  to  a  wall  scarcely  thick  as  the  finger,  between  the 
rectum  and  the  entrance  to  the  vagina. 

Being  doubtful  of  success  with  ordinary  operations  of 
prolapsus,  I  undertook  the  following :  the  3rd  August,  1889, 
Ventrqfixatio  uteri  in  my  private  hospital.  The  preparations 
as  in  other  cases  of  laparotomy.  Chloroform  administered. 
Abdominal  section  in  the  linea  alba  immediately  over  the 
symphysis  pubis,  sufficiently  broad  to  allow  the  introduction 
of  half  the  hand.  The  corpus  uteri  is  brought  up  in  the 
wound.  A  thin  silk-ligature  is  passed  with  a  needle  around 
the  ligamentum  uteri  rotundum,  through  some  of  the  tissue 
of  the  uterus  and  then,  from  the  peritoneal  surface  of  the  ab- 
dominal wall,  through  a  part  of  its  muscular  tissue  and  again 
out  about  2-2}^  centimetres  from  the  edge  of  the  incision, 
first  to  the  left  and  then  to  the  right  side.  The  sutures  at 
the  commencement  are  not  tied  up.  Then  is  placed  in  the 
same  manner  a  ligature  of  catgut  through  a  small  layer  of  the 
tissue  of  the  uterus  at  the  left  side  of  the  corpus  and  through 
a  part  of  the  abdominal  wall.  In  a  similar  manner  on  the 
right  side.  Being  convinced  that  the  intestines  could  hardly 
be  pressed  in  between  the  corpus  uteri  and  the  abdominal  wall, 
the  ligatures  are  tied  and  cut  off  short.  Under  the  operation 
the  serosa  of  the  surface  of  the  corpus  uteri  and  the  edges  of 
the  abdominal  wound  were  exposed  to  much  friction ;  hence  a 
further  scraping  of  the  same  was  not  considered  necessary. 
Finally  the  wound  was  sewn  up  in  the  usual  manner  with  deep 
and  superficial  sutures.  Dressing  of  the  wound  with  iodoform 
gauze  and  with  slight  pressure.  On  the  conclusion  of  the 
operation  the  previously  disinfected  vagina  is  packed  with 
iodoform  gauze. 
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The  course  of  the  operation  almost  without  fever.  The  20th 
August  the  woman  operated  upon  gets  up.  The  uterus  elevated 
immediately  behind  the  symphysis  pubis.  The  portio  vaginalis 
almost  abolished  and  the  vagina  ending  funnel-shaped  almost 
without  any  fornix.  No  sensibility  in  the  adnexa.  No  pains 
when  walking.  The  30th  August  the  patient  goes  home,  all 
bodily  efforts  being  severely  forbidden  for  the  first  months. 
According  to  a  letter  from  thepatient's  doctor, of  18th  February, 
1890,  she  continues  well,  and  has  no  prolapsus,  in  spite  of 
carelessness  and  hard  work.  But  even  later  has  this  favourable 
condition  continued.  As  late  as  5th  September,  1891,  according 
to  a  communication  from  the  daughter  of  the  patient,  this  con- 
dition continues  as  good  as  ever.  Thus  two  years  after  the 
operation  no  prolapsus  has  occurred. 

II. — G.  S.,  50  years  old.  Workman's  wife,  Helsingfors. — 
On  14th  February,  1890,  the  patient  came  to  me  and  related 
as  follows :  She  has  born  two  children  at  term,  the  latter 
thirteen  years  ago.  About  six  months  after  the  birth  of  the 
latter  the  prolapsus  commenced  to  show  itself,  and  shortly  after 
had  attained  its  present  size,  and  was  kept  in  merely  by  the 
woman  being  in  a  recumbent  posture.  For  the  last  three  years 
she  has  not  been  able  to  perform  any  work,  on  account  of  severe 
pains  in  the  hypogastrium,  around  the  navel  and  in  the  loins ; 
these  pains  cease  also  immediately  the  prolapsus  is  replaced 
and  she  lies  down.  The  menstruation  ceased  two  years  ago, 
but  at  every  attempt  at  work  a  little  bleeding  takes  place  from 
the  genitals.  On  examination,  the  uterus  was  found  to  be 
about  seven  centimetres  interior  length,  in  normal  anteflexion, 
and  protruded  on  the  least  pressure  almost  completely  outside 
of  the  vulva.  The  anterior  wall  of  the  vagina  on  this  occasion 
was  quite  inverted,  and  the  posterior  one  mostly  so.  The 
introitus  vagina  wide.  The  prolapsus,  about  the  size  of  a  small 
fist,  presents  itself  immediately  the  patient  gets  up. 

27th  February,  1890:  Ventrofixatio  uteri  prolapsi  in  my 
private  hospital.  The  day  before  the  uterine  cavity  and  the 
vagina  were  disinfected  with  a  weak  sublimate  solution ;  the 
uterus  was  replaced,  and  the  vagina  plugged  with  iodoform 
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gauze.  Chloroform  administered.  The  abdominal  incision  in 
the  middle  line  just  above  the  symphysis.  Through  the  tissue 
of  the  fundus  uteri  are  passed  three  fine  silk  ligatures,  the  ends 
of  which  go  through  the  peritoneum  and  the  muscles  of  the 
abdominal  incision  on  the  same  side,  all  in  the  lowest  part  of 
the  abdominal  incision.  The  upper  part  of  the  abdominal 
wound  is  closed  as  usual  by  deep  sutures.  After  the  aforesaid, 
sutures,  fixing  the  uterus,  are  tied  and  cut  off  short  Finally 
the  edges  of  the  skin  are  adapted  with  superficial  sutures.  At 
the  operation  it  is  difficult  to  prevent  some  intestines  from 
passing  over  the  right  ligamentum  latum.  The  operation 
occupies  fifteen  minutes.  The  course  of  recovery  was  free  from 
fever.  On  the  fourth  day  great  metcorism  and  sensibility  in 
the  right  iliacal  region,  and  the  pulse  92.  By  means  of  careful 
massage  upward  on  the  afore-mentioned  place  was  caused  a 
passing  of  gases  through  the  anus.  After  this  all  was  well. 
On  coughing  the  front  wall  of  the  vagina  protrudes,  although 
the  uterus  is  kept  well  fixed  with  the  fundus  above  the 
symphysis.  Then  on  14th  March  eolporrJiaphia  anterior  and 
Pcrincorrhaphia  according  to  Lawson  Tait  Union  by  first 
intention  was  secured,  and  the  recovery  was  good.  On  23rd 
March  the  patient  got  up,  and  two  days  later  went  home. 

According  to  what  I  could  ascertain  one  and  a-half  years 
after  the  operation,  the  patient  can  do  hard  work  without  pains 
or  prolapsus.  The  fundus  uteri  was  fixed  above  symphysis. 
But  even  later,  on  20th  January,  1892, 1  have  found  the  fundus 
fixed  above  the  symphysis,  and  only  the  lowest  part  of  the 
anterior  vaginal  wall  protruded  to  the  size  of  an  egg;  cysto- 
ccle. 

III. — B.  H.,  43  years  old.  Peasant's  wife  from  Munsala. 
— The  patient  consulted  me  on  20th  January,  1891,  She 
was  married  at  the  age  of  17,  has  born  six  living  children 
at  term ;  the  last  at  the  age  of  29  years.  One  miscarriage 
in  the  third  or  fourth  month  of  pregnancy,  between  the  first 
and  the  second  child.  At  the  first  birth  occurred  a  rupture 
of  the  perinxum ;  in  childbed  she  suffered  from  a  severe 
cough.     Two  months  later,  on  raisin?  something  heavv,  the 
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vagina  protruded  to  the  size  of  an  egg  through  the  introitus 
vaginae.  Since  that  time  the  patient  suffers  from  a  prolapsus, 
which  has  increased  by  degrees.  Pessaries  have  been  used, 
but  each  time  have  caused  pains  and  therefore  been  aban- 
doned. Since  five  years  all  falls  out  as  soon  as  the  patient 
gets  up.  The  menstruation  occurs  for  the  last  six  months 
more  often  than  monthly  and  continues  for  seven  days. 
Fains  in  the  hypogastrium  and  the  loins  prevented  the  woman 
for  years  from  doing  anything,  however  slight  the  movement. 
The  urine  can  be  passed  only  after  the  replacement  of  the 
prolapsus. 

On  examination  it  was  found  that  the  uterus  was  about 
ten  centimetres  interior  length ;  that*  it  protruded  on  being 
pressed  quite  outside  of  the  introitus  vaginae.  Portio  vagi- 
nalis enlarged,  lacerated  to  the  right ;  the  extropium  rises 
when  the  uterus  is  prolapsed.  The  front  wall  of  the  vagina 
is  completely  inverted,  the  hind  one  almost  so.  The  introitus 
vagina  is  not  too  wide,  when  the  prolapsus  has  been  replaced. 
The  perinaeum  four  centimetres  broad.  The  patient  is  pale 
and  thin,  feels  herself  very  tired  and  suffers  for  the  last  two 
weeks  from  a  cough  with  purulent  expectoration. 

The  30th  January,  1891,  ventrofixatio  uteri  prolapsi  in  my 
private  hospital,  after  the  usual  preparations  for  laparotomy. 
The  previous  day  the  cavity  of  the  uterus  had  been  tho- 
roughly washed  out  with  five  per  cent,  solution  of  carbolic 
acid;  the  vagina  disinfected  with  the  same  solution  and 
plugged  with  iodoform  gauze.  The  abdominal  incision  in 
the  middle  line,  just  over  the  symphysis,  about  four  fingers 
broad.  The  peritoneum  on  the  fore  part  of  the  fundus  uteri 
is  scraped  away  with  a  knife.  Three  fine  silk  sutures  are 
passed  just  above  the  symphysis,  through  a  small  part  of  the 
muscles,  the  fascia  and  the  peritoneum  of  the  left  edge  of 
the  abdominal  incision,  then  through  the  uterine  tissue  on  the 
fore  part  of  the  fundus,  and  lastly  through  the  peritoneum, 
fascia,  and  a  small  portion  of  the  musculature  of  the  right 
edge  of  the  incision.  The  upper  suture  goes  between  the 
root  of  the  ligmenta  rotunda.    The  upper  part  of  the  abdo- 
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minal  incision  is  closed  with  deep  silk  sutures.  Then  are 
tied  the  sutures  fixing  the  uterus  and  are  cut  off  short 
Finally  superficial  sutures  are  passed  in  order  to  adapt  the 
edges  of  the  skin.    Whole  operation  lasted  ten  minutes. 

The  patient  recovered  quickly  from  the  operation,  and 
only  a  slight  broncho-pneumonia  sinistra  occurred.  The 
incision  was  consolidated  on  the  first  intention.  The  13th 
February  the  patient  was  allowed  to  sit  up  in  bed,  and  the 
following  day  was  discharged  from  the  hospital.  On  the  10th 
March  the  cicatrix  on  the  middle  line  was  in  good  condition, 
the  fundus  uteri  fixed  above  the  symphysis ;  on  mowing  the 
lowest  part  of  the  former  vaginal  wall  is  protruded  into  the 
introitus  vaginae.  Plugs  of  cotton  wool  steeped  in  tannin 
glycerine  are  proscribed.  The  patient  was  allowed  to  go  home 
with  directions  that  she  should  avoid  all  bodily  efforts  under 
the  first  three  months. 

IV. — E.  M.,  47  years.  Clergyman's  wife,  from  Kirvus.  The 
patient  consulted  me  first  on  September  3,  1891,  and  commu- 
nicated the  following : — She  had  given  birth  to  eight  children, 
all  at  full  term  except  the  third,  which  was  born  at  the  seventh 
month,  the  last  being  born  on  April  26,  1886.  Besides  that 
she  had  two  miscarriages  in  the  third  month  of  pregnancy — 
the  first,  sixteen  years  ago,  the  latter  a  couple  of  years  later. 
The  childbeds  without  troubles  except  the  three  last,  in  which 
she  had  fever  and  was  obliged  to  remain  in  bed  some  weeks. 

The  patient  had  a  rupture  of  the  perinaeum  in  her  first 
childbirth,  nineteen  years  ago.  Then,  by  degrees,  a  prolapsus 
formed  itself,  which,  after  the  birth  of  the  second  child,  incon- 
venienced her  every  day.  After  the  third  confinement,  four- 
teen years  ago,  the  patient  had  an  operation  performed  on  her 
—perineorrhaphiai  and  a  pessary  was  placed,  besides.  The  fol- 
lowing accouchment  tore  up  everything,  and  a  prolapsus  has 
been  formed  since  then.  Now  the  patient  is  troubled  by  this 
body  on  moving  and  standing ;  it  rises  up  even  in  a  recumbent 
posture,  if  the  patient  merely  turns  round,  coughs,  or  sneezes. 
Continual  pain  in  the  loins  on  assuming  an  upright  position, 
with  a  frequent  desire  to  make  water.  On  examination,  it  was 
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found  that  the  uterus  measured  interiorly  hardly  ten  centi- 
metres, was  flexible,  obtruded  on  the  least  tension  of  the 
abdominal  muscles,  almost  completely  through  the  introitus 
vaginae.  The  portio  vaginalis  swollen,  to  the  right  slightly 
lacerated.  The  secretion  from  the  uterus  augmented,  mucous, 
with  a  purulent  mixture.  All  the  fore  part  and  the  greater 
portion  of  the  hind  part  of  the  vaginal  wall  is  inverted  on 
pressure.  The  introitus  vaginae  is  not  abnormally  wide.  The 
patient  is  stout,  and  has  somewhat  flaccid  flesh.  After  a 
thorough  disinfection  of  the  vagina  and  the  uterine  cavity 
together  with  other  preparations  before  laparatomy,  on 
October  10th,  1891,  ventrofixatio  uteri  prolapsi,  at  my  private 
hospital,  was  performed,  under  chloroform.  The  abdominal 
incision  in  the  line  alba  of  four  fingers'  breadth  just  above  the 
symphysis.  The  fundus  uteri  is  brought  to  the  incision.  A 
fine  silk  suture  is  taken  from  the  lowest  part  of  the  left  edge 
of  the  incision,  through  a  little  of  the  musculature,  fascia  and 
the  peritoneum,  then  through  the  uterine  tissue  between  the 
tubes,  and  then  through  the  peritoneum  fascia,  and  some  of 
the  musculature  in  the  right  side  of  the  incision.  A  similar 
suture  through  the  fore  side,  and  another  through  the  back  part 
of  the  fundus.  Its  peritoneal  integument  is  scraped  off  between 
the  sutures.  The  upper  part  of  the  abdominal  incision  is  treated 
as  usual,  the  sutures  fixing  the  uterus  are  tied  together  and 
cut  off  short,  and  the  abdominal  incision  above  it  is  adapted 
with  superficial  sutures.  The  whole  operation  lasted  twenty 
minutes.     The  healing  process  is  quite  undisturbed. 

The  26th  of  September  the  patient  got  up.  The  8th  of 
October  it  was  found  that  the  uterus  had  decreased  in  size, 
and  the  fundus  was  fixed  against  the  front  abdominal  wall 
over  the  symphysis.  The  portio  vaginalis  is  small.  The  vagina 
is  not  protruded.  The  patient  goes  home  on  the  16th 
October. 

As  the  above  related  shows,  must  the  procedure  of  fixing 
the  fundus  uteri  against  the  front  abdominal  wall  be  considered 
to  have  been  fully  indicated. 

In  cases  of  this  kind,  in  which  the  womb  is  completely  or 
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almost  completely  protruded  and  the  vagina  quite  inverted, 
except  a  small  part  of  the  hind  wall,  the  ordinary  vaginal 
operations  can  scarcely  cure  the  displacement  The  prolapsus 
arises  on  the  least  pressure  of  the  abdominal  muscles.  By 
means  of  colporrhaphia  and  a  perineorrhaphia  one  can  at  the 
commencement  render  the  vaginal  walls  narrower.  But  on 
this  one  cannot  entirely  restore  the  completely  deficient  sup- 
port of  the  uterus.  The  first  bodily  effort  shall,  if  not  at 
once,  displace  the  uterus  out  of  the  introitus  vaginae  for  cer- 
tain, together  with  other  efforts  lead  to  a  prolapsus  of  die 
uterus  sooner  or  later. 

Fessaries  of  any  kind  can  hardly  hold  up  the  womb  of  a 
woman  compelled  to  hard  work,  if  the  natural  support  has 
been  quite  weakened,  not  to  say  destroyed.  Nor  can  a  mas- 
sage treatment,  according  to  Brandt,  in  cases  like  these,  con- 
duce to  any  real  benefit,  because  the  support  of  the  uterus  is 
too  deficient  The  absence  of  danger,  compared  with  a  laparo- 
hysteropcxie,  would  be  certainly  an  important  reason  for  its 
application.  But  here  it  must  be  remembered  that  a  long  on 
the  first  necessity  renewed,  treatment  can  only  be  applied  to 
women  of  means,  and  these  seldom  have  such  severe  prolapsi. 
The  poor  woman,  who  is  obliged  for  her  .living  to  work  more 
or  less  hard,  has  no  means  for  a  dear  and  long  treatment. 
For  her  must  an  operative  treatment,  even  a  more  dangerous 
one,  be  chosen  rather  than  for  her  more  fortunate  sister. 

Extirpation  of  the  uterus,  together  with  resection  of  the 
vagina,  has  in  difficult  cases  of  prolapsus  given  a  good  and 
permanent  result  But  such  a  proceeding  renders  impossible 
every  sexual  existence.  Such  a  mutilation  seems  to  me  only 
admissible  when  a  sexual  existence  has  ceased  or  can  no  longer 
be  questioned.  Here,  even  in  cases  of  difficult  prolapses,  we 
must,  as  always,  seek  to  attain  a  restitutio  ad  integrum. 

Hence  we  ought  to  endeavour  to  fix  the  womb  in  as 
normally  as  possible,  or  at  least  in  a  favourable  position.  In 
this  regard  have  propositions  well  worthy  of  consideration  been 
made  by  Byford,  Pean,  Freund,  Frommel,  and  others.  Of 
these  I  have  certainly  no  experience,  but  it  seems  to  me  that 
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a  ventrofixatio  is  a  less  complicated  and  easier  performed 
operation.  By  this  plan,  if  I  may  from  my  own  experience 
venture  to  judge,  in  certain  cases  a  prolapsus  definitively  be 
restored,  and  even  hard  work  be  made  possible. 

On  the  details  of  the  operation  of  ventrofixatio  uteri  are 
opinions  divided  still.  Few  operators  probably  will  prefer  to 
perform  such  "extra-peritoneally  "  without  a  complete  opening 
of  the  abdominal  cavity.  Besides  the  sutures  in  this  case  are 
placed  more  or  less  at  haphazard,  can  no  scraping  of  the  peri- 
toneal covering  of  the  surfaces  of  the  fundus,  uteri  and  the 
abdominal  wall  fixed  together  be  accomplished,  a  circumstance 
to  which  I  attach  great  importance.  Commonly  by  this 
operation  the  abdominal  cavity  is  opened  already,  in  order  to 
get  a  full  view  into  the  pelvis  and  curing  of  possibly  diseased 
conditions. 

It  is  then  chiefly  by  two  different  ways  that  either  a  retro- 
fleeted  or  prolapsed  womb  is  fixed  to  the  front  abdominal  wall. 
According  to  one  method,  that  of  Olshausen,  accepted  by  M. 
Sanger1  among  others,  both  sides  of  the  corpus  uteri  are  fixed 
with  two  or  three  sutures.  The  upper  one  is  led  around  the 
ligamentum  rotundum,  the  lower  one  through  the  fore  lamina 
of  the  ligamentum  latum,  all  then  deeply  through  the  muscles 
of  the  abdominal  integuments,  when  each  is  tied  separately. 

Others  again  take  the  fixing  threads  through  the  tissue  of 
the  body  of  the  womb,  either  on  the  fundus  or  on  the  fore  side. 
In  such  a  manner  did  Leopold3  and  Czerny3  operate,  and  also 
Terrier. 

Against  the  former  modus  operandi  it  has  been  remarked 
that  the  fixing  ligatures  have  a  somewhat  weak  support  from 
the  extensible  ligament  rotunda  and  the  fore  lamina  of  the 

1 M.  Sanger. — Ueber  operative  Behandlung  der  Retroversio  flexio  uteri. 
Centralblatt  fur  Gyndkologie,  1888,  No.  2. 

'Leopold.— Ueber  die  Annahung  der  retroflectirten  aufgerichteten 
Gebarmutter  an  der  vorderen  Bauchevand  Volkmanns  Sammlung  klin. 
Vortrage,  No.  333,  Leipzig,  1889. 

8  Czerny. — Ueber  die  Vornahung  der  riickwarts  gelagerten  Gebarmutter 
Beitrage  zur  klin.    Chirurgie  iv.  1,  Tubingen,  1888. 
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ligament  lata,  and  that  the  intestines  could  be  incarcerated 
between  the  uterus  and  front  abdominal  wall.  Against  the 
latter  proceeding  it  has  been  pointed  out  that  the  uterus  by 
this  means  is  too  firmly  fixed  between  the  abdominal  incision. 
Remarks  of  this  kind  must  remain  for  the  present  mere 
theoretical  speculations.  The  future  alone,  and  surely  not  a 
particularly  remote  one,  shall  decide  which  is  the  most  suitable 
way  of  fixation,  especially  having  regard  to  the  durability  of 
the  same  and  the  prognosis  of  a  possible  pregnancy. 

In  my  first  case  I  performed  the  fixation  according  to 
Olshausen's  method,  with  nevertheless  a  slight  modification. 
The  sutures  were  taken  through  a  little  layer  of  uterine  tissue. 
The  result  was  good.  The  woman  has  done  hard  work,  and 
as  yet,  two  years  after  the  operation,  has  no  prolapsus  resulted. 

In  the  cases  II.,  III.,  and  IV.,  I  fixed  the  corpus  uteri  on 
the  other  hand  directly  against  the  abdominal  wall.  Only  in 
the  second  case  has  a  somewhat  long  time  transpired  since 
the  operation  was  performed.  According  to  what  I  have 
myself  been  enabled  to  ascertain  can  the  patient,  still  two 
years  afterwards,  do  hard  work  without  any  pains  and  without 
a  prolapsus  arising.  The  uterus  is  still  fixed  to  the  abdominal 
wall  above  the  symphysis. 

Ventrofixation  is  not  naturally  suitable  in  cases  where  the 
collum  uteri  is  elongated  and  where,  in  spite  of  a  great  pro- 
cidentia of  the  lowest  part  of  the  organ,  together  with  a  more 
or  less  complete  inversion  of  the  vagina,  the  fundus  is  never- 
theless at  its  normal  height  or  a  little  below  it  It  is  of 
course  of  no  use  here  fixing  the  fundus  uteri  above  the  sym- 
physis. But  even  if  the  fixation  has  taken  place  much  higher 
up,  no  security  is  thus  won  that  a  procidentia  would  not  arise 
under  a  continued  hypertrophy  of  the  collum  uteri. 

It  happens  that  even  with  a  fixation  of  the  fundus  uteri 
above  the  symphysis  all  is  not  won.  In  such  cases,  where 
the  vagina  isjwide  and  slack  and  the  perinaeum  ruptured,  by 
increased  intra-abdominal  pressure,  an  inversion  of  the  lowest 
part  of  the  vagina  can  arise,  in  spite  of  the  fact  that  the 
fundus  uteri  is  retained  in  an  elevated  position.    To  avoid 
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that  must  naturally  in  such  cases,  a  colporrhaphia  and  a 
perineorrhaphia  be  performed.     It  happened  so  in  case  II. 

With  regard  to  the  durability  of  a  ventrofixatio  uteri 
frolafsit  it  appears  from  books  that  the  result  is  not  always 
satisfactory.  The  reasons  for  this  may  have  been  many.  It 
is  but  natural  that  a  close  union  between  the  corpus  and  the 
fore  abdominal  wall  must  be  produced,  if  the  uterus  should 
not  again  sink.  Such  a  close  fixation  is  formed  only  by  a 
process  of  adhesive  inflammation.  For  this  purpose  it  seems 
to  me  that  first  ought  to  be  destroyed  the  serosa  on  the  sur- 
faces which  are  to  be  fixed  together.  On  the  fundus  uteri 
this  takes  place  easily  by  scraping  with  a  knife;  on  the 
abdominal  wall  the  same,  if  the  serosa  is  not  already  de- 
stroyed by  the  manipulations  of  placing  the  sutures.  Further, 
it  appears  to  me  that  for  the  sutures  ought  not  to  be  em- 
ployed any  material  that  can  be  quickly  resorbed,  but  rather 
silk.  Through  the  tension  to  which  the  sutures  after  getting 
up  are  exposed,  a  little  irritation  is  maintained  in  the  neigh- 
bourhood. Hence  surely  arises  a  plentiful  vascularisation  of 
the  new-formed  adherence,  and  finally  one  can  hope  to  attain 
a  greater  rigidity  in  the  same. 

A  prolapsed  uterus  thus  fixed  cannot  be  regarded  as  an 
ideal  operation.  But  on  one  hand  the  patient  seems  to  have 
no  inconvenience  from  such,  and  on  the  other  hand  it  is  an 
easy,  and  relatively  safe,  proceeding.  Ventrofixation  must 
aim,  at  least  for  the  present,  to  be  of  good  service  in  cases  of 
prolapsus  where  other  means  have  not  succeeded,  or  appeared 
to  succeed,  in  a  removal  of  the  evil. 
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REVIEWS. 

Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes, 
including  Tubal  Pregnancy.  By  Bland  SUTTON, 
F.R.C.S.,  Assistant  Surgeon  to  the  Middlesex  Hospital, 
late  Hunterian  Professor  and  Erasmus  Wilson  Lecturer, 
Royal  College  of  Surgeons,  England.  With  119  En- 
gravings and  five  Coloured  Plates.  Cassell  &  Company, 
Limited,  London,  Paris,  [and  Melbourne,  1891.  All 
rights  reserved. 

The  author  states  in  his  preface  that  "  The  literature  re- 
lating to  Surgical  Diseases  of  the  ovaries  displays  a  notorious 
amount  of  egoism.  Nearly  every  treatise  devoted  to  this 
subject  is  mainly  a  record  of  personal  experience.  In  some 
instances  self-consciousness  has  been  carried  to  such  a  degree 
that  the  books  consist  of  little  else  than  the  clinical  histories 
of  patients  coming  under  the  observation  of  their  authors." 

In  the  present  work  a  different  plan  has  been  followed, 
for  though  the  book  is  largely  based  on  personal  investigation, 
full  justice  is  done  to  the  original  work  of  other  surgeons. 
This  is  a  method  rarely  followed  by  those  engaged  in  that 
section  of  surgical  craft  known  by  the  grandiloquent  term 
— Gynaecology.  The  work  is  divided  into  four  parts.  Part  1 
describes  the  disease  of  the  ovaries,  together  with  their 
surgical  treatment;  Part  2  deals  with  the  diseases  of  the 
Fallopian  tubes;  Part  3  contains  a  complete  description  of 
the  various  forms  of  tubal  pregnancy,  and  certainly  sets  forth 
in  a  masterly  manner  all  the  difficulties,  doubts,  which  per- 
tain to  this  condition.  The  chapter  which  deals  with  tubal 
pregnancy  is  undoubtedly  a  most  important  and  valuable 
contribution  to  our  knowledge  on  the  subject.  It  contains 
a  large  mass  of  evidence  corroborative  of  the  original  obser- 
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vations  made  by  Mr.  Bland  Sutton  in  a  paper  read  before  the 
Medico-Chirurgical   Society  in  1889.     He  there  enunciated 
the  proposition  that  impregnated  ova  in  the  Fallopian  tubes 
frequently  became  transformed  into  apopletic  ova  or  tubal 
moles.    And  that  these  tubal  moles  were  in  all  respects  iden- 
tical with  the  moles  so  frequently  discharged  from  the  uterus  ; 
this  most  important  original  observation  of  Mr.  Bland  Sutton 
has  been  since  confirmed  by  others,  more  especially  by  Keller 
and  Orthmann.    We  know  of  no  work  in  this  direction  which 
has  done  so  much  to  dispel  the  thick  haze  and  mist  which 
have  enveloped  this  question    up  to   the  present  moment. 
We  have  selected  this  chapter  as  a  typical  one  of  the  original 
nature  of  Mr.  Bland  Sutton's  work.     Part  4  deals  specially 
with  the  various  methods  of  performing  operations  for  ovarian 
and  tubal  disease.    The  chapter  on  the  effects  of  the  removal 
of  the  ovaries,  or  the  secondary  sexual  characters  of  women 
is  a  perfect  specimen  of  honest  clinical  observation  of  facts 
untrammelled  by  any  bias  whatever.    The  work  is  illustrated 
by  one  hundred  and  nineteen  engravings  and  five  coloured 
plates.     All  of  these  with   the  exception  of  sixteen,  the 
sources  of  which  are  duly  acknowledged  are  original.    Mr. 
Bland  Sutton  has  produced  a  work  which  will  be  of  the 
greatest  value  to  every  gynaecologist  who  studies  it 

Traiti  Pratique  de  Gynkologie.  Par  M.  le  Dr.  Auvard  (avec 
525  figures  dans  le  texte  et  12  Planches  en  Couieur  Hors 
Texte).    Paris,  1892. 

M.  Auvard's  work  on  Gynaecology  will  be  warmly  wel- 
comed by  all  French-reading  gynaecologists.  The  author  has 
many  friends  in  England,  and  is  well  known  as  an  accom- 
plished obstetric  physician.  In  his  recent  work  M.  Auvard 
has  devoted  himself  to  the  exposition  of  gynaecology  as  dis- 
tinguished from  obstetrics.  Within  recent  years  we  have  made 
such  strides  in  the  practical  knowledge  pertaining  to  diseases 
of  women,  that  there  is  an  ever-increasing  tendency  to 
specialise  into  gynaecological  surgeons  and  obstetric  physi- 
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cians.  For  several  reasons  this  is  unfortunate.  M.  Auvard's 
erudite  work  proves  that  a  man  may  happily  be  possessed 
of  deep-reaching  sympathies  and  close  acquaintance  with  the 
most  recent  advances  of  gynaecology,  while,  at  the  same, 
time,  he  maintains  an  ardent  interest  in  obstetric  medicine, 
and  holds  a  high  position  as  an  obstetrician. 

In  the  introduction  to  this  ample  volume  we  have  a 
division  into  periods  of  gynaecology.  This  is  an  interesting 
indication  of  the  evolutionary  and  progressive  character  of  the 
speciality.  The  first  period  described  is  that  of  the  Embryonic 
or  "  vulvary"  stage  of  gynaecology,  in  which  diseases  of  women 
were  regarded  from  the  exterior,  and  when  physicians  were 
averse  to  vaginal  examinations.  It  is  said  that  this  period 
began  with  the  present  century.  This  is  surely  a  little  unfair 
on  our  great  ancestors.  Did  not  Hippocrates,  Aristotle, 
Herophilus,  Celsus,  Soranus,  Aretaeus,  Galen,  Moschion, 
Vesalius,  Eustachius,  Fallopius,  Graffius,  Haller,  and  a  host  of 
lesser  lights,  get  beyond  the  "  vulvary  "  stage  ?  In  more  recent 
times  we  have  had  men  named  Douglas,  Hunter,  and  Smellie, 
whose  names  will  live  when  we  of  this  Jin  de  silcle  age  may  be 
long  forgotten. 

The  nineteenth  century  may  have  brought  wide-spreading 
and  long-lasting  improvements  to  gynaecology,  but,  so  far  as 
the  scientific  status  of  the  branch  is  concerned,  it  is  at  best  a 
revival — a  renaissance — of  the  great  thoughts  of  the  two 
preceding  centuries,  and  of  still  more  remote  pre-Christian 
times. 

The  second  period  mentioned  is  that  of  the  speculum,  or  the 
vaginal  Age  (the  Cambrian  strata,  if  we  follow  the  analogy 
into  geological  divisions).  Here  we  find  remains  of  Rdcamier. 
Our  author  thinks  if  R£camier  had  enjoyed  the  privilege  of 
having  had  Pasteur  and  Lister  as  contemporaries,  he  would 
probably  have  attained  to  the  therapeutic  perfection  of  our  pre- 
sent day.  We  are  beginning  to  believe  that  the  routine  use  of 
the  speculum,  as  practised  by  many,  is  injudicious  and  unneces- 
sary. If  we  employ  it  as  a  therapeutic  rather  than  a  diagnostic 
medium,  its  use  will  probably  be  more  and  more  restricted. 
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The  third  period,  that  of  the  uterine  sound,  or  the  uterine 
age,  is  associated  with  the  great  names  of  Huguier,  Usfranc, 
Simpson  and  Velpeau.  (Unhappily  the  sound  was  not  the  only 
instrument  then  in  vogue,  the  cervix  was  attacked  mercilessly 
by  knife  and  scissors  and  cut  and  carved  at  remorselessly). 

The  fourth  epoch,  the  German  and  American  age,  the  days 
of  Simon,  Martin,  H£gar,  Sims  and  Bozeman  followed.  This 
is  described  as  the  peri-utcrine,or  bistoury  age.  In  this  stratum 
we  discover  early  traces  of  massage  and  electricity  as  methods 
of  treatment  for  Gynaecological  affections. 

The  fifth  era  or  that  of  "full  blooming  or  expansion" 
(P£riode  d'£panouissement)  is  the  present,  which  may  also  be 
held  to  include  the  quickly  coming  twentieth  century.  With 
national  fervour  M.  Auvard  hopes  that  the  fifth  period, "  like 
the  second  and  third  will  be  essentially  French"  Nous  verrons. 
We  like  the  healthy  rivalry,  but  wc  almost  imagine  there  arc  a 
few  men  now  living  in  England,  Germany,  and  America  who 
will  deserve  to  have  their  names  included  in  future  works  on 
Gynaecology !  We  are  next  favoured  with  a  singularly  apt 
aphorism — "  Obstetrics  is  practically  to  Gynaecology  what 
physiology  is  to  medicine."  On  the  next  page  the  same 
thought  is  again  expressed.  "  Obstetrics  and  Gynaecology  are 
closely  connected  and  the  one  cannot  progress  without  the 
other." 

Our  author  has  profited  by  his  recent  visit  to  our  island, 
for  we  find  a  somewhat  full  quotation  from  Dr.  Smyly's  pre- 
sidential address  in  the  Gynaecological  Section  at  the  last 
annual  meeting  of  the  British  Medical  Association — "  On  the 
Relations  between  Obstetrics  and  Gynaecology." 

The  first  chapter  is  devoted  to  General  Pathology,  with 
which  is  included  General  Etiology,  General  Symptomatology, 
General  Diagnosis,  and  General  Prognosis.  Chapter  II.  treats 
of  General  Therapeutics.  Here  we  find  a  short  discussion  of 
general  internal  remedies,  eg.,  ergot,  morphia,  hamamelis, 
hydrastis,  viburnum  prunifolium.  Hydropathy  is  next  dealt 
with,  and  douches  and  baths,  with  their  methods  of  action, 
indications  and  contra-indications,  described.     Then   follows 
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an  exceedingly  suggestive,  but  unfortunately  meagre,  account 
of  the  various  mineral  waters  and  their  special  actions  and  uses 
in  different  conditions. 

On  page  53  we  have  a  pretty  exhaustive  enumeration  of 
caustic  agents  for  uterine  medication.  An  intra-uterine  "  porte 
caustique "  is  described  and  figured.  This  is  surely  a  retro- 
gression. As  a  final  expression  of  opinion,  which  we  warmly 
endorse,  we  are  told  "  plastic  operations  are  to  be  preferred  to 
cauterisations  of  the  neck  of  the  womb." 

Under  Antiseptics  it  is  laid  down  that  "  it  is  indispensable 
to  have  bichloride  of  mercury,  carbolic  acid,  iodoform,  and 
saloL"  It  is  difficult  to  understand  why  the  last  should  be 
an  indispensable ;  the  author  knows  its  weakness  as  an  anti- 
septic. Had  he  substituted  aristol,  which  has  all  the  advan- 
tages and  none  of'  the  disadvantages  of  iodoform  for  salol, 
he  would  have  given  better  advice.  In  the  main  the  sugges- 
tions regarding  antiseptics  are  excellent. 

In  a  new  French  work  we  naturally  regard  with  interest 
the  author's  recent  opinions  on  electricity.  Here,  as  else- 
where, he  is  nothing  if  not  judicious.  A  short  description  of 
Franklin isation,  Faradisation,  and  Voltaic  electrical  instru- 
ments is  given.  We  are  assured  that  it  is  justifiable  to  treat 
septic  sub-involution,  parenchymatous  metritis,  metrorrhagia, 
amenorrhea,  atresic  dysmenorrhea,  and  especially  catarrhal 
salpingitis,  by  the  continuous  current.  Chronic  perimetritis 
and  certain  purulent  and  hemorrhagic  collections  of  fluid 
may  also  be  treated  by  it.  But  the  author  does  not  claim  the 
dispersion  of  the  liquid  collections,  stating  "  one  may  open  by 
means  of  electric  puncture.1'  Under  Contra-indications  we  find 
"  it  is  always  necessary  to  make  a  precise  diagnosis  before  using 
electricity."  He  points  out  that  the  growth  of  sarcomata  is 
increased  by  electricity.  It  is  unlikely  that  many  cases  of 
catarrhal  salpingitis  will  be  treated  by  means  of  electricity 
despite  the  recommendation.  In  chronic  endocervicitis  and 
endometritis  the  current  is  much  more  worthy  of  employment. 

Operations  are  next  considered  from  the  general  therapeutic 
standpoint.     We  have  various  unfamiliar  instruments  and 
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appliances  figured.  We  miss  some  of  our  best  known  aids ; 
instead  of  the  forci-pressure  forceps  of  Wells,  Tait  or  P&n, 
we  have  a  seemingly  far  less  effective  instrument  substituted. 
Dickinson's  sling  (page  102)  is  an  unsafe  and  improper 
appliance.  Clover's  crutch,  or  its  modification  by  Cameron 
for  fixing  the  limbs  in  perineal  or  vaginal  operations,  is  superior 
to  any  of  the  appliances  depicted. 

The  chapter  on  Genital  Malformations  is  decidedly  good 
and  appears  to  have  been  written  with  a  keen  appreciation  of 
both  theoretical  and  practical  requirements.  The  affections  of 
the  vulva  and  vagina  are  fully  and  clearly  recounted.  Some 
excellent  coloured  plates  illustrate  these  conditions.  Plate 
VIII. — vulvar  vegetations  of  pregnancy,  from  the  museum  of 
the  Saint  Louis  Hospital — is  extremely  good. 

Under  Traumatic  Injuries  and  their  Treatment  we  find 
descriptions^*  Simon's  and  Tait's  operations  of  perineorrhaphy. 
The  Simon-Hegar  procedure  is  also  given* 

Chapter  V.,  which  treats  of  Uterine  and  peri-uterine  In- 
flammations, including  metritis,  salpingitis,  ovaritis,  pelvic 
cellulitis,  and  pelvic  peritonitis,  is,  we  think,  the  pUu  de 
resistance  of  the  book.  Recent  work  in  this  country  has 
brought  us  back  to  a  fairer  estimate  of  the  valuable  researches 
of  Bernutz  and  Goupil  on  pelvic  inflammations ;  it  is  satisfac- 
tory to  note  that  in  France,  as  in  England,  terms,  academic 
terms,  are  yielding  to  clinical  facts,  and  the  increasing 
knowledge  gained  by  more  frequent  abdominal  operations  has 
removed  manybut  recently-held  misconceptions  and  confusions 
of  thought  as  to  the  etiology  and  pathology  of  these  conditions. 
It  is  regrettable  that  M.  Auvard  did  not  enter  into  this  phase 
of  his  subject  a  little  more  fully.  The  recent  publication  on 
pelvic  inflammation  by  Tcrrillon  corroborates  what  is  now 
held  as  the  foundation  of  our  beliefs — viz.,  salpingitis  occasions 
pelvic  peritonitis  ;  septicaemia,  pelvic  cellulitis.  We  also  think 
that  in  describing  uterine  exploration  it  might  have  been 
advantageous  to  indicate  some  additional  means  of  effecting 
dilatation  of  the  cervix.  M.  Auvard  naturally  prefers  his  own 
dilator,  which  resembles  one  or  two  Irish  instruments.     In 
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England  either  gradual  dilatation  by  tupelo  tents  followed 
by  Hegar's  dilators,  or  the  use  of  graduated  bougies,  or  imme- 
diate dilatation  by  Hegar's  instruments  is  more  commonly 
adopted.  Might  we  also  venture  to  hint  that  in  a  new  edition 
a  somewhat  different  arrangement  would  still  further  enhance 
the  value  of  this  most  instructive  chapter. 

The  subject  of  uterine  displacements  is  written  well  up  to 
date.  Schultzc's  method  of  replacing  the  retroflexed  uterus  ; 
descriptions  and  illustrations  of  Hodge's  pessaries ;  reference 
to  Alexander's  operation  (whose  name,  however,  is  not  here 
associated  with  the  operation),  &c,  prove  that  the  author's 
interest  is  in  accord  with  the  importance  of  the  subject.  We 
have  some  reference  to  hysteropexy,  an  operation  as  yet 
comparatively  little  known  in  England  for  the  treatment  of 
inveterate  prolapsus  uteri.  Auvard  is  not  very  enthusiastic  ; 
he  gives  an  intelligible  account  of  Olshausen's  method,  failing 
to  notice  those  of  any  of  his  numerous  canfrires  who  seem  each 
and  all  to  have  some  modification,  and  gives  a  good  illustration 
of  his  selected  method. 

Inversion  of  the  uterus  is  well  illustrated  and  fairly  treated, 
but  we  are  surprised  to  find  no  mention  made  of  English 
methods  of  reducing  the  chronically  inverted  uterus.  The 
names  of  Tyler  Smith,  Robert  Barnes,  and  Aveling  are  passed 
over  in  silence,  and  as  substitutes,  we  are  given  Gariel's  air 
pessary  (very  good  in  its  small  way,  as  we  know  from  practical 
experience),  and  the  more  than  doubtful  recommendation  of 
Gaillard  Thomas,  who  suggested  abdominal  section  followed 
by  attempts  at  dilatation  of  the  uterine  constriction  from 
above. 

Peri-uterine  haemorrhages  include  extra-uterine  gestation, 
intra-peritonealhaemorrhage,and  extra-peritoneal  haemorrhage. 
Our  author  is  in  agreement  with  the  majority  of  English  and 
German  operators  in  counselling  abdominal  section  as  prefer- 
able to  elytrotomy  in  the  treatment  of  ectopic  gestation;  One 
recommendation,  viz.,  drainage  of  the  s&zpervaginam%  although 
given  on  the  high  authority  of  Martin,  of  Berlin,  is  hardly  likely 
to  commend  itself. 
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In  these  days  of  restless  surgery  it  is  restful  to  read 
"  Nineteen  out  of  twenty  hematoceles  are  spontaneously 
cured  by  simple  rest  in  bed." 

An  excellent  description  of  vaginal  hysterectomy  is  given. 
This  is  so  clearly  put  and  so  well  illustrated  that  we  realise 
that  M.  Auvard  has  written  either  from  a  very  considerable 
personal  experience,  or  from  having  seen  many  highly  skilled 
operators  at  work.  In  describing  abdominal  hysterectomy, 
the  serre-noeud  of  Koeberte  is  discarded,  and  in  accord  with 
most  French  and  not  a  few  German  operators,  the  rubber 
tube  is  preferred.  M.  Pozzi,  at  the  Lourcine  Pascal  Hospital, 
adopts  the  same  method  of  controlling  the  pedicle,  but  fixes 
the  elastic  ligature  with  forceps  constructed  very  much  on 
the  principle  of  the  clamp  used  with  the  wire.  Possibly  we 
may  yet  find  that  elastic  ligatures  are  better  than  wire  con- 
striction. Still  better  would  it  be  if  we  could  adopt  an 
intra-peritoneal  treatment  of  the  pedicle  with  perfect  confi- 
dence ;  this  method  is  not  mentioned,  although  it  has  been 
either  practised  or  advised  by  various  English  and  American 
gynecologists. 

Among  the  illustrations  of  fibrous  tumours  we  recognise 
the  well-known  lady  depicted  by  Winckel — not  a  woman  with 
a  fibro-cystic  growth,  but  a  fibro-cyst  with  a  woman  attached. 
The  general  account  given  is  clear  and  succinct  A  fine 
term,  we  believe  a  new  one,  is  introduced  when  the  electrical 
treatment  of  fibromyomata  is  discussed.  "The  bistouri- 
phobes  "  well  describes  a  class  of  patients  and  practitioners 
less  catholic-minded  than  our  author. 

In  describing  the  pathology  of  ovarian  cystomata  the  view 
of  Klebs  and  Waldeyer  is  acquiesced  in.  If  we  have 
hitherto  felt  that  English  authorities  have  received  rather 
scant  consideration,  we  now  have  some  compensations,  for 
illustrations  from  Doran,  Greig  Smith,  and  the  familiar  enor- 
mous cyst  shown  in  Blight's  work  on  "  Abdominal  Tumours," 
appear.  Skene's  "  Diseases  of  Women  "  is  borrowed  from  in 
giving  the  differential  diagnosis ;  these  tables  will  prove  useful 
to  lecturers  and  students.     Toe  method  of  treating  sessile 
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cysts  by  enucleation  and  subsequent  drainage  we  can  appre- 
ciate, but  we  are  hardly  prepared  to  accept  vaginal  drainage 
as  a  measure  to  be  frequently  adopted. 

In  the  description  of  tubal  diseases  we  find  some  most 
helpful  observations ;  the  pathological  anatomy  of  pyosalpinx 
is  given  with  clearness,  but  seems  unduly  brief.  Tubo-ovarian 
suppurating  cysts  are  said  to  exist  more  frequently  than  is 
generally  recognised ;  it  is  pointed  out  that  the  ovary  may  be 
mixed  up  with  an  inflammatory  matting  at  the  fimbriated 
end  of  the  tube ;  it  is  this  variety  of  pyo-salpinx  that  is  most 
often  a  pyo-oophoro-salpinx.  It  is  alleged  that  hemato- 
salpinx may  become  changed  into  hydro-  or  pyo-salpinx ;  the 
evidence  for  the  former  change  is  very  far  from  strong,  and  if 
the  latter  seems  theoretically  more  probable  it  must  be  a  very 
unusual  occurrence. 

The  other4  day  a  hospital  gynaecologist  regretted  the  slight 
attention  given  in  English  or  other  works  to  affections  of  the 
female  urinary  tract.  He  had  not  seen  Auvard's  chapter  on 
"  Voies  Urinaires,"  which  occupies  nearly  fitly  pages  of  the 
769  of  the  book.  This  is  a  good  contribution,  in  which  the 
reader  may  trace  much  thought  and  experience.  Whether 
the  whole  of  the  chapter  properly  belongs  to  the  exposition  of 
gynaecology  or  not  we  will  not  argue ;  it  might  be  suggested 
that  some  sections  seem  to  intrude  on  the  domain  of  surgery 
or  medicine,  and  quoting  from  our  author  himself  we  might 
ask,  "  Quelle  est  cette  qui  devra  avoir  nos  preferences  ?  " 

The  chapter  on  the  "  Rectum  and  Pelvis  "  is  very  read- 
able. Here  we  find  traumatisms,  inflammations,  ulcerations, 
contractions,  tumours,  wounds,  pelvic  tumours,  neuralgias,  &c. 
A  wide  field  is  covered,  beginning  with  the  anatomy  and 
physiology  of  the  region,  and  ending  with  coccygbdynia  and 
pruritus.  The  oxyuris  vermicularis  is  honoured  with  an 
enlarged  illustration.  No  one  can  hold  antiseptics  in  higher 
regard  than  we  do,  but  we  think  that  we  have  found  cer- 
tain other  remedies  more  effectual  in  treating  thread  worms 
than  the  use  of  sublimate  lotions  to  the  anus,  or  even  rectal 
injections  of  weak  carbolic  acid. 
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The  description  of  abdominal  conditions  resembling  geni- 
tal affections  gives  us  a  valuable  summary  of  generally  ac- 
cepted facts. 

Chapter  XIII.,  on  "Menstrual  Affections"  affords  the 
author  an  opportunity  of  dwelling  on  one  of  his  favourite 
topics.  We  do  not  discover  anything  very  new,  but  we  find 
nothing  but  what  we  must  appreciate.  How  aptly  we  are 
told  "  Dysmenorrhea  is  nothing  more  than  the  uterine  colic 
of  menstruation." 

No  French  work  on  gynaecology  would  be  deemed  com- 
plete without  a  treatise  on  "  Sterility."  Here  we  have  it 
given  very  fully.  It  is  a  difficult  subject  to  discuss  with 
judicious  fulness,  clearness  and  exactitude ;  but  students  of 
sterility  will  feel  fertilised  by  reading  these  pages. 

The  last  chapter  is  devoted  to  a  risumi  of  the  work,  and 
is  of  material  help  in  arranging  and  emphasising  the  views 
previously  expressed. 

We  have  derived  profit  and  pleasure  from  our  perusal  of 
this  ambitious  volume.  If  we  have  criticised  frankly,  it  has 
been  in  a  friendly  and  appreciative  spirit  We  feel  we  have 
read  the  work  of  an  accomplished  obstetric  physician,  who 
has  acquired  gynaecological  aptitude  and  experience.  We 
have  noted  omissions  and  inequalities;  we  have  here  and 
there  looked  in  vain  for  what  we  hoped  for ;  yet  we  can  con- 
scientiously say,  we  have  found  so  many  things  so  well  put, 
that  Ve  feel  certain  the  profession,  especially  the  gynaecolo- 
gist who  loves  the  medical  side  of  his  work  rather  than  the 
surgical,  will  esteem  the  book  as  one  of  great  practical  worth, 
and  as  evidence  of  high  scholarly  ability.  The  illustrations 
are  numerous  and  for  the  most  part  excellent  With  525 
figures  and  12  coloured  plates  it  is  not  to  be  expected  that 
all  will  be  of  equal  merit,  yet  the  great  majority  are  fully 
equal  to  those  we  arc  accustomed  to  find  in  English.  American, 
or  German  books.  We  should  like  to  see  an  English  transla- 
tion, in  which  certain  prunings  and  additions  might  be  ad- 
vantageously introduced.  We  feel  no  hesitation  in  saying 
that  this  book  deserves  a  place  in  the  library  of  all  practi- 
tioners who  profess  to  treat  diseases  of  women. 
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La  Pratique  des  Accouchements  a  F  Usage  des  Sages  Femmes. 
Par  P.  Budin  et  E.  Crouzat.  Avec  116  figures  dans  le 
tcxte.    Paris,  1891. 

This  excellent  manual,  elaborated  from  lectures  delivered 
to  classes  of  midwives,  is  one  of  the  best,  if  not  the  very  best 
book  of  the  sort  we  are  acquainted  with.  The  name  of  the 
senior  collaborator  is  highly  esteemed  in  England.  His  pre- 
vious writings  on  midwifery,  particularly  his  treatise  on 
"  Obstetrics  [and  Gynaecology "  (experimental  and  clinical 
studies),  his  "  Lessons  in  Clinical  Obstetrics,"  and  his  transla- 
tion of  the  late  Matthews  Duncan's  work  on  u  The  Mechanism 
of  Delivery/'  established  his  ability  as  a  teacher  and  his  gifts 
as  an  author. 

The  present  volume  is,  we  believe,  equally  valuable.  It  is 
clear,  concise,  and  simple.  If  it  has  a  fault,  it  is  that  the  scope 
of  the  work  seems  to  go  beyond  the  range  of  knowledge  we 
expect  midwives  to  possess.  We  must,  however,  remember 
that  French  midwives  are  not  only  recognised  in  a  wholly 
different  way  from  our  midwives,  but  they  have  also  for  many 
years  been  so  thoroughly  taught  and  examined  (the  more 
capable  being  entered  as  members  of  the  first  class  with  special 
privileges,  the  others  as  members  of  the  second  class  with 
restricted  rights)  that  they  have  attained  a  totally  different 
status  to  that  enjoyed  by  English  midwives  collectively. 
Besides,  the  nation  which  produced  La  Chapellc  and  Boivin  may 
be  excused  if  it  should  aim  at  a  high  standard  of  knowledge 
in  their  professional  successors. 

The  work  is  divided  into  nineteen  parts ;  some  of  the  parts 
contain  as  many  as  five  chapters,  and  some  of  the  chapters  five 
or  six  distinct  articles  with  numerous  subdivisions.  Eighty- 
nine  pages  of  letterpress  and  illustrations  are  devoted  to 
regional  anatomy. 

The  special  chapters  on  Physiology  and  Embryology 
deserve  careful  study.  The  arrangement  is  very  good ;  the 
authors  have  incorporated  the  most  recent  views,  and  have  not 
failed  to  mention  others  which  are  still  not  wholly  displaced. 
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In  the  nfsumf  of  the  signs  of  pregnancy  it  is  mentioned  that 
the  signs  of  certitude  are  two  only — *  Active  movements  of  the 
foetus  perceived  by  the  midwife,  and  the  sounds  of  the  foetal 
heart"  The  recognition  of  the  latter  of  course  supposes  ac- 
quaintance with  auscultation.  At  page  169  this  is  sufficiently 
described. 

In  Chapter  V.  certain  ethical  suggestions  are  made  for  the 
guidance  of  the  midwife  prior  to  her  actual  attendance  at  the 
accouchement  She  is  neither  to  nurse  her  patient  nor  prescribe 
medicines  should  the  pregnant  woman  fall  ill  of  any  medical 
or  surgical  affection.  Nevertheless,  the  midwife  is  expected 
to  make  examinations  of  the  urine  for  albumen  about  the  fifth 
month ;  to  diagnose  the  intrauterine  position  of  the  foetus 
about  the  end  of  the  eighth  month  ;  to  assure  herself  that  no 
pelvic  contraction  exists;  should  such  be  ascertained,  she 
ought  to  advise  her  client  to  consult  a  doctor. 

The  article  on  Pathological  Physiology  is  very  interesting, 
but  its  appreciation  demands  a  better  acquaintance  with  bac- 
teriology, materia  medica,  &c,  than  we  can  reasonably  look 
for  in  young  midwives. 

In  describing  the  positions  of  the  foetal  head  we  find,  as 
we  would  expect,  a  faithful  adherence  to  French  nomen- 
clature and  theories  of  relative  frequency,  &c 

The  ninth  part,  which  treats  of  the  care  of  the  woman 
during  delivery,  is  highly  practical.  The  authors  do  not 
restrict  their  directions  to  delivery  on  the  back  solely,  but 
enter  on  a  fair  discussion  regarding  the  lateral  or  English 
posture,  which  they  esteem  as  advantageous  for  primiparx. 

The  adoption  of  antiseptics  as  one  of  the  great  essentials 
of  midwifery  practice  is  really  the  greatest  advance  made  in 
obstetrics  during  recent  years.  Our  authors  have  warmly 
embraced  and  wisely  emphasised  the  generally  prevalent 
opinions.  Their  admirable  suggestions  are  beyond  criticism, 
and  can  only  be  mentioned  in  terms  of  high  commendation. 
Had  the  book  contained  nothing  else  these  suggestions  alone 
should  have  entitled  the  work  to  a  wide  circulation. 

The  chapters  on  the  care  of  the  child  and  of  the  post- 
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partum  mother  are  written  with  great  judgment,  perspicuous- 
ness,  and  appreciation  of  recent  advances.  For  example,  we 
have  accounts  of  blue  (or  congestive)  asphyxia,  and  white  as- 
phyxia or  syncope  in  the  infant ;  their  pathology  and  proper 
treatment  is  described.  Then  we  have  information  about 
insufflation,  &c;  thin  elastic  ligatures  are  advised  for  tying 
the  umbilical  cord.  The  various  common  maternal  and  foetal 
diseases  are  judiciously  considered. 

On  page  577  we  have  a  short  reference  to  hydramnios, 
which  is  said  to  be  most  commonly  due  to  syphilis;  this 
is  an  obsolete  belief,  and  probably  has  been  admitted  unwit- 
tingly. Again,  at  page  583  we  are  informed  that  "  habitual 
death  of  the  foetus  is  almost  always  due  to  syphilis."  This  is 
an  exaggeration ;  it  is  surely  indiscreet  to  permit  midwives 
to  accept  as  infallible,  ancient  dogma  which  modern  path- 
ology has  disproved ! 

Abortion  is  relegated  to  the  care  of  the  midwife.  This 
we  consider  a  doubtful  policy ;  for  if  abortion  may  be  treated 
by  a  midwife  without  medical  intervention,  various  ethical  as 
well  as  pathological  complications  may  speedily  arise. 

The  articles  on  "Dystocia,"  on  the  "Accidents  of  De- 
livery," and  on  "  Artificial  Delivery "  may  be  shortly  charac- 
terised as  very  good.  Very  good  indeed — so  far  as  they  go — 
still  the  question  arises,  should  they  have  gone  quite  so  far  in 
a  treatise  to  midwive*  ? 

There  are,  undoubtedly,  procedures  which  belong  more 
properly  to  accoucheurs  than  midwives;  yet  if  the  latter 
could  safely  undertake  to  perform  these,  should  occasion  de- 
mand, several  valuable  lives  might  be  saved;  for  instance 
tamponnement  (i.e.,  plugging  the  vagina  and  uterus  with 
gauze  in  severe  post-abortum  or  postpartum  haemorrhage)  is 
such  a  procedure.  In  certain  exceptional  cases  version  may 
be  another.  But  if  version,  why  not  forceps  ?  if  forceps,  why 
not  craniotomy  ?  if  craniotomy,  why  not  Porro's  operation  or 
Caesarian  section  ?  This  thought  is  forced  on  us  by  the  fact 
that  no  fewer  than  nineteen  pages  are  occupied  by  a  pretty 
exhaustive  account  of  version,  its  varieties,  methods,  and 
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dangers.  Vaccination  is  performed  in  France  by  midwives ; 
an  account  of  the  operation  is  therefore  properly  included. 

The  volume  concludes  with  an  admirable  summary  of  the 
laws  affecting  midwives  in  France.  This  section  will  doubt- 
less prove  of  great  interest  to  the  many  people  in  England 
who  wish  to  improve  the  status,  and  increase  the  knowledge 
and  usefulness,  of  our  own  midwives. 

In  concluding  this  brief  notice  we  have,  of  necessity, 
been  forced  to  pass  over  many  articles  worthy  of  special 
mention.  Taken  as  a  whole  we  believe  the  book  to  be  of 
sterling  value.  The  facts  presented  are  stated  with  clearness 
and  exactitude ;  and  the  book  is  one  which  may  be  studied 
with  advantage  by  medical  students  and  junior  practitioners 
as  well  as  by  those  for  whom  it  is  specially  written. 
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SUMMARY  OF   GYNECOLOGY,   INCLUDING 

OBSTETRICS. 

Salpingitis  and  Pyosalpinx.1  By  GEO.  E.  ARMSTRONG,  M.D., 
Instructor  in  Surgery,  McGill  University;  Surgeon  to 
Montreal  General  Hospital. 

My  experience  with  a  series  of  cases  of  disease  of  one  or 
both  Fallopian  tubes  and  sequelae  has  made  me  think  that  the 
treatment  of  this  condition,  although  plainly  indicated  by 
many  writers,  notably  and  in  the  position  of  a  successful 
pioneer,  Mr.  Lawson  Tait  of  Birmingham,  is  not  yet  fully 
appreciated  by  the  great  mass  of  general  practitioners. 

I  have  nothing  original  to  add  to  the  subject,  but  I  have 
reason,  as  you  will  see,  to  advocate  a  treatment  of  this  class 
of  cases  quite  as  radical  as  that  taught  by  Mr.  Lawson  Tait. 
I  believe  that  many  women  are  to-day  making  the  rounds  of 
consulting  rooms  and  being  treated  by  pessaries,  glycerine 
tampons,  hot  water  douches,  and  local  blistering,  who  are 
really  suffering  from  salpingitis.  I  also  believe  that  this 
treatment  is  wholly  insufficient  to  cure,  and  this  is  proved  by 
the  fact  of  their  changing  one  consulting  room  for  another,  or 
returning  to  the  same  consultant  after  a  longer  or  shorter 
period  of  only  comparative  relief  and  comfort  Trachelorr- 
haphy has  been  performed  a  great  deal,  and  too  often  has 
been  regarded  as  a  cure-all  remedy.  It  is  easy  to  recognise  a 
lacerated  cervix,  and  also  easy  to  repair  it,  but  it  is  not  so  easy 
to  sit  in  your  office  three  months  after  and  listen  to  a  rehearsal 
of  symptoms  similar  to  the  ones  complained  of  before  the 
operation  was  performed.    Every  family  physician  here  has 

1  Read  before  the  Medico-Chirurgical  Society  of  Montreal. 
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probably  one  or  more  ladies  among  his  clientele  who  have 
visited  some  medical  centre  and  had  an  operation,  and  still 
appeal  to  him  for  relief  from  symptoms  similar  to  those  com- 
plained of  before  operation.  I  do  not  mean  to  belittle  that  most 
useful  operation  of  trachelorrhaphy  in  properly  selected  cases, 
but  I  draw  attention  to  the  necessity  of  excluding  disease  of 
the  appendages  before  advising  it 

In  this  paper  I  purposely  omit  all  allusion  to  that  larger 
subject  of  the  etiology  of  salpingitis,  and  confine  myself  to 
two  points  only — the  diagnosis  and  treatment  of  salpingitis 
and  pyosalpinx.  It  is  the  duty  of  every  one  assuming  the 
position  of  adviser  to  those  suffering  from  pelvic  disease  to 
familiarise  himself  with  the  details  of  a  thorough  and  syste- 
matic examination  of  the  pelvic  contents,  and  to  persist  in  the 
practice  of  these  details  until  he  becomes  an  adept  at  it.  The 
palpation  of  the  tubes  and  ovaries,  though  not  as  easy  in  many 
women  as  some  would  lead  us  to  believe,  may  yet  generally 
be  made  to  yield  valuable  information,  especially  when  placed 
by  the  side  of  the  subjective  and  other  objective  symptoms, 
and  the  decision  may  be  the  saving  or  losing  of  a  life. 

Noeggerath,  William  Japp  Sinclair  and  Tait  and  Virchow, 
have  taught  us  much  of  the  pathology  and  prognosis  and 
treatment  of  these  cases.  They  have  taught  us  that  in  de- 
squamative salpingitis  the  ciliated  epithelium  is  destroyed ;  that 
the  tubes  deprived  of  the  ciliae  which  perform  the  double  office 
of  carrying  the  ovum  along  towards  the  uterus  and  preventing 
the  spermatozoa  from  passing  from  the  uterus  along  the  tube, 
are  the  tubes  in  which  an  impregnated  ovum  may  lodge  and 
develop.  The  timely  removal  of  such  tubes  would  prevent 
the  possibility  of  the  occurrence  in  the  patient  from  whom 
they  were  removed  of  the  results  of  tubal  pregnancy  and 
rupture.  They  have  also  taught  us  that  in  salpingitis  one  or 
both  ends  of  the  tube  may  become  occluded,  and  that  con- 
strictions or  strictures  result.  Then  between  these  strictures 
pus  may  form,  increasing  under  favourable  conditions,  dis- 
tending the  tube,  thinning  its  wall,  and  finally,  in  a  percentage 
of  cases,  rupture,  setting  up  localised  and  sometimes  general 
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peritonitis  of  more  or  less  severity.  These  are  the  grave  dis- 
astrous results  that  may  follow  a  salpingitis,  and  I  will  illus- 
trate them  by  briefly  mentioning  a  few  cases.  The  minor 
results  of  salpingitis  being  pelvic  pain  and  distress,  and 
malnutrition  incapacitating  the  sufferer  to  a  degree  for  the 
duties  of  an  ordinary  life. 

It  has  been  noted  by  several  writers  that  a  history  of  tubal 
disease  precedes  in  many  cases  tubal  pregnancy,  as  in  the 
following  cases. 

Mrs.  L.,  age  30,  began  to  menstruate  at  1 1  years  of  age, 
and  from  the  first  suffered  from  severe  premenstrual  pain. 
Her  first  and  only  child  was  born  twelve  years  ago. 

Eight  years  ago  she  was  treated  for  some  weeks  for  pelvic 
pain.  In  April,  1891,  when  shopping,  she  was  suddenly 
seized  with  a  very  severe  pain  in  the  right  side  of  abdomen 
low  down  ;  she  fainted  and  was  unable  to  walk  home.  After 
a  week's  rest  in  bed  she  went  out  again  and  was  once  more 
seized  with  this  same  pain.  The  first  seizure  was  five  weeks 
after  the  cessation  of  the  last  menstrual  period.  On  examina- 
tion a  large  doughy  mass  was  distinctly  felt  in  right  side  of 
abdomen  and  pelvis.  I  removed  it  through  a  median  incision. 
It  consisted  of  a  large  blood  clot  surrounded  by  lymph ;  upon 
its  upper  surface  lay  the  right  Fallopian  tube.  On  the  under 
surface  of  the  tube  was  a  large  irregular  shaped  opening 
through  which  a  cavity  in  the  tube  communicated  with  the 
blood  clot.  Dr.  Wyatt  Johnston  kindly  examined  the  speci- 
men for  me  and  found  chorionic  villi.  Recovery  was  rapid 
and  perfect. 

Mrs.  S.,  a  patient  of  Dr.  Allan  of  this  city,  who  kindly 
asked  me  to  see  her  with  him,  had  a  history  of  tubal  disease 
beginning  four  years  ago,  and  increasing  every  six  or  eight 
months  since  then,  each  attack  lasting  three  to  six  days. 
When  I  saw  her  she  had  been  ill  eight  days ;  her  pulse  was 
1200,  temperature  normal ;  attack  began  with  severe  pain  four 
weeks  after  last  menstrual  period.  She  complained  of  severe 
pain  in  right  hypogastric  region.  A  soft  fluctuating  mass 
distinctly  felt  per  vaginam  behind  and  to  the  right  of  the 
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uterus.  On  opening  the  abdomen  clotted  blood  welled  up. 
The  right  tube  and  ovary  were  seized,  a  ligature  thrown 
around  them  close  to  the  uterus  and  removed.  They  presented 
the  appearance  shown  in  the  drawing  made  for  me  at  the  time 
by  Dr.  Springle.  The  chorion  is  seen  lying  at  the  distal  end 
of  the  tube.    After  its  removal  haemorrhage  at  once  ceased. 

Recovery  was  uneventful  and  without  a  bad  symptom.  In 
the  coagula  was  found  fragments  of  the  yolk  sac  and  parts 
resembling  foetal  structures. 

In  other  cases  the  tube  becomes  constricted  at  points  and 
sometimes  one  or  both  ends  occluded,  and  these  cases  have  a 
different  history. 

The  first  case  that  I  report  was  very  instructive  and  com- 
plete, as  the  condition  was  made  out  at  a  post-mortem  exam- 
ination, and  I  cannot  but  think  that  it  represents  a  class  of 
disastrous  cases  that  are  not  always  recognised,  because  too 
often  the  privilege  of  a  post-mortem  examination  is  denied  us. 

On  the  ioth  March,  1887, 1  confined  Mrs.  R,  aged  thirty- 
six.  Her  labour  was  easy  and  rapid,  the  child  was  born  at  10 
jliil  At  4  p.m.  I  called  and  found  my  patient  happy  and  jolly, 
enquiring  how  long  I  wanted  to  keep  her  in  bed.  I  had  scarcely 
left  the  house  when  she  suddenly  complained  of  a  most  intense 
pain  in  the  abdomen.  She  rapidly  developed  a  septic  peritonitis, 
and  though  I  opened  and  irrigated  and  examined  her  abdomen, 
she  died  thirty  hours  after  her  confinement 

I  obtained  permission  to  make  an  autopsy,  and  then  found 
a  small  abscess  in  left  Fallopian  tube  which  had  ruptured,  and 
the  escaped  pus  had  undoubtedly  set  up  the  fatal  peritonitis. 

This  woman  had  suffered  from  an  inflammation  in  the  left 
hypogastrium  ten  years  before.  At  that  time  she  was  ill  and 
under  medical  care  for  nearly  two  years.  Her  recovery  was 
fair,  though  she  never  afterwards  enjoyed  perfect  health.  She 
always  suffered  at  her  menstrual  periods,  but  recovered  suffi- 
ciently to  become  pregnant,  probably  from  the  right  tube.  If 
her  tubes  had  been  removed  during  her  first  illness,  I  think  her 
chances  for  life  would  have  been  greatly  increased,  and  I  think 
probably  life  is  as  much  desired  by  the  fair  sex  as  by  man,  and 
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as  Dr.  J.  Price  forcibly  remarks,  women  should  not  be  considered 
altogether  as  child-bearing  organisms. 

Mrs.  D.,  aged  twenty-five,  was  admitted  to  the  Montreal 
General  Hospital  on  the  8th  May,  1891,  complaining  of  severe 
pain  in  lower  part  of  abdomen  and  incessant  vomiting.  She 
was  confined  eight  weeks  before  admission.  Her  labour  was 
tedious  and  completed  by  forceps.  She  progressed  favourably 
until  the  third  day,  when  she  had  three  chills,  followed  by  a 
temperature  of  1020  F.  and  severe  abdominal  pain.  The  pain 
extended  through  to  the  back  and  down  the  right  thigh.  She 
got  up  on  the  eleventh  day,  and  again  on  the  twelfth  day.  On 
the  thirteenth  day  she  felt  a  soreness  in  the  right  side,  and  on 
the  following  day,  the  pain  continuing,  she  remained  in  bed  that 
day  and  the  next  On  the  twenty-third  day  pain  in  right  side 
again  returned,  accompanied  by  vomiting,  and  a  hard  lump 
was  felt  in  right  hypogastric  region.  The  history  from  this 
date  until  she  was  admitted  to  the  hospital  was  one  of  pain, 
chills  and  profuse  sweats.  On  admission  she  was  pale,  anaemic 
and  emaciated ;  eyes  sunken,  a  pained  drawn  expression  of 
face,  she  lays  on  her  back  with  her  knees  drawn  up ;  tempera- 
ture, 104 ;  pulse,  140 ;  respiration,  36 ;  heart  and  lungs  normal ; 
urine  scanty,  specific  gravity  1,022,  acid,  np  albumen  or  sugar. 
On  the  right  side  of  the  abdomen  a  hard,  painful  tumour  was 
plainly  to  be  felt  and  seen,  extending  nearly  to  the  median  line. 
Per  vaginam,  a  bilatual  laceration  of  cervix  and  a  hard  mass 
to  right  of  uterus  pushing  it  over  to  the  left.  After  consulting 
with  the  hospital  staff  I  opened  the  abdomen,  and  found  the 
right  tube  dilated  into  a  pus  sac,  and  surrounded  by  more  than 
the  usual  amount  of  inflammatory  lymph.  Her  recovery  was 
uninterrupted.    She  left  the  hospital  on  the  17th  June. 

It  would  be  very  interesting  to  learn  how  many  of  the  cases 
formerly  grouped  together  as  cases  of  puerperal  fever  were  really 
suffering  from  tubal  disease ;  of  course  not  all,  by  any  means, 
but  probably  a  very  considerable' percentage. 

It  would  almost  seem  from  the  history  of  some  of  these  cases, 
as  if  pregnancy  and  the  increased  nutritional  activity  and  hyper- 
plasia that  take  place  during  that  time  in  the  generative  organs 
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up  old  tubal  diseases.  In  the  case  of  Mrs.  F^  her  first 
illness  dates  back  ten  years  before  her  pregnancy.  During  the 
last  four  or  six  of  those  years  she  had  been  fairly  welL  Her 
tube  ruptured  six  hours  after  confinement 

Another  case  seems  to  point  in  the  same  direction. 

Mrs.R,  aged  thirty-six,  confined  eight  years  ago.  Recovery 
unsatisfactory,  and  accompanied  and  followed  by  pelvic  pain. 
Four  months  ago  became  pregnant,  miscarried,  and  had  a  severe 
attack  of  pelvic  inflammation,  followed  again  by  imperfect 
recovery.  Became  pregnant  again  in  the  early  part  of  June 
last ;  miscarried  in  the  end  of  July.  Her  miscarriage  this  time 
was  followed  by  symptoms  of  acute  peritonitis,  acute  pain,  high 
temperature,  and  rapid  pulse  and  vomiting.  I  was  called  to  her 
in  the  middle  of  die  night,  and  found,  in  addition  to  the  above 
mentioned  symptoms,  a  distended  abdomen  and  a  great  degree 
of  paralysis  of  the  muscular  coat  of  the  intestines.  On  opening 
the  abdomen  a  large  quantity  of  pus  was  found  in  and  about 
the  Fallopian  tube  of  the  right  side  and  septic  peritonitis. 

Clearly  this  was  a  case  in  which  the  timely  removal  of  the 
pus  tube  could  have  been  undertaken  with  every  prospect  of 
success,  and  had  it  been  done  at  the  start,  it  is  highly  probable 
that  she  would  now  be  living  and  in  good  health. 

One  more  case  and  I  am  done. 

Mrs.  W.  had  a  history  of  recurring  pelvic  inflammation  for 
six  years,  each  attack  followed  by  an  imperfect  recovery.  In 
July  last  her  family  physician  went  out  of  town,  and  left;  her  in 
my  charge,  she  being  at  the  time  suffering  from  an  acute 
recurrent  attack  of  pyosalpinx.  Unfortunate  circumstances 
prevented  my  answering  numerous  urgent  messages  from  this 
lady  until  evening.  When  I  got  there  I  found  evidence  of  a 
ruptured  tube  and  consequent  beginning  of  peritonitis.  No  time 
was  lost  in  getting  instruments  and  assistants,  opening  the 
abdomen  and  cleaning  out  a  quantity  of  escaped  pus,  securing 
and  removing  the  tube,  together  with  this  fibroma  of  the  right 
ovary.  Fortunately  here  the  operation  was  in  time,  before  the 
inflammatory  process  had  extended  very  far,  that  is,  while  it 
was  yet  localized,  and  before  paresis  of  the  intestinal  wall  had 
occurred,  and  the  result  was  all  that  could  be  desired. 
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These  cases  are  primarily  in  the  hands  of  general  practi- 
tioners, and  I  believe  it  to  be  the  duty  of  the  family  physician  to 
thoroughly  inform  himself  of  the  natural  history  of  this  disease, 
and  not  to  discharge  a  patient  suffering  from  salpingitis  as  soon 
as  she  can  sit  up  and  join  her  family  at  dinner,  but  to  watch 
carefully  over  her  for  months  and  years  if  necessary,  and  to 
keep  informed  of  the  condition  of  the  tubes,  and  thus  discharge 
one  of  the  highest  functions  of  the  family  physician.  And  I 
believe  that  in  recurrent  cases  of  salpingitis,  as  in  recurrent 
cases  of  appendicitis,  the  question  of  operation  is  a  legitimate 
one  for  serious  consideration. 

The  use  of  Electricity  in  Diseases  of  the  Female  Generative 
Organs.  Rokitansky,  Vienna  (Wiener-klin.  Wochen- 
schrift,  1890,  Nos.  47  and  48). 
The  author  reports  results  of  cases  treated  during  two  and 
a-half  years.  There  were  twenty-two  fibromata  of  the  uterus, 
one  peri-  and  para-  metric  exudation,  and  eighteen  cases  of  the 
various  forms  of  chronic  endometritis.  The  total  number  of 
sittings  amounted  to  about  650.  The  greatest  number  that 
any  one  patient  was  subjected  to  was  sixty-three.  Duration 
of  the  sittings  varied  between  five  and  ten  minutes  (in  two 
cases  twelve  minutes).  The  intensity  of  the  current  seldom 
exceeded  100  to  no  (once  300)  milliamperes.  He  believes 
that  we  must  consider  this  plan  of  treatment  valuable,  but  that 
even  when  used  correctly  and  with  care  it  has  its  dangers,  is 
painful,  slow,  and  does  not  always  produce  the  desired  results, 
and  is  often  only  a  palliative  measure. 

New  Zealand  Medical  Journal. 

A  Year's  Work  in  Abdominal  Surgery}   By  F.  C.  BATCHELOR. 
M.D.,  M.R.C.S.,  L.R.C.P.,  Dunedin. 

I  propose  this  evening  to  lay  before  you  the  results  of  my 
practice  in  abdominal  surgery  during  the  past  twelve  months 

1  Read  at  the  Meeting  of  the  Otago  Branch  of  the  New  Zealand 
Medical  Association,  July,  1891. 

VOL.  VIL— NO.  28.  36 
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— a  year's  work — which  is  specially  valuable,  as  during  this 
period  my  connection  with  the  Dunedin  Hospital  has  been 
virtually  severed,  and  it  is  therefore  practicable  to  compare  the 
results  of  private  practice  with  my  previous  experiences,  to 
which  your  attention  was  drawn  at  one  of  our  recent  meetings. 
During  the  year  I  have  opened  the  abdominal  cavity  in 
twenty-nine  cases,  which  may  be  thus  classified  : — 

Ovariotomies  7 

Tait's  operation      6 

JOdllCY  •»        ,,  •••  •••  •••  ...  S 

xTCgcU  S        „  •••  •••  ...  «.a  \ 

Hysterectomies  (abdominal)        2 

„  (vaginal)  ...         ...         ...         1 

Cceliotomies  (for  various  conditions)       ...        7 

These  operations  have  been  conducted  without  a  single 
fatality,  the  patients  in  almost  every  instance  having  made 
rapid  and  satisfactory  recoveries. 

Under  ovariotomies  are  classed  operations  for  all  large 
tumours  connected  with  the  ovaries,  although  in  cases  1  and  3 
the  cyst  formation  probably  originated  in  the  foetal  relics  of 
the  broad  ligament,  the  layers  of  this  structure  being  expanded 
by  the  growth.  By  a  more  exact  nomenclature  these  might 
be  designated  as  intraligamentous  cysts. 

In  five  cases  a  drainage-tube  was  left  in  the  peritoneal 
cavity  for  from  1  to  3  days. 

All  the  cases  made  most  satisfactory  recoveries,  the  highest 
temperature  recorded  being  10014,  *Q  case  7>  on  the  third  day 
— a  series  of  25  consecutive  successful  ovariotomies. 

Tait's  Operation. — In  this  class  are  entered  cases  where 
gross  and  characteristic  changes  existed  in  the  tubes,  ovaries, 
and  adjoining  peritoneum.  In  all  the  condition  was  serious, 
often  endangering  life  or  rendering  it  unbearable.  Every  case 
had  undergone  prolonged  treatment  without  any  permanent 
relief,  and  the  operation  was  only  adopted  as  a  last  resource. 
The  pathological  changes  that  existed  must  have  rendered  the 
organs  removed  functionally  useless.  The  operations  were 
difficult  and  severe,  and  although  the  patients  were  compara- 
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tively  young  it  was  thought  advisable  to  use  a  drainage  tube 
in  four  out  of  the  six  cases,  in  which  the  adhesions  were  very 
extensive. 

The  highest  temperature  recorded  in  this  class  was  in  case 
2,  where  on  the  fourth  day  99.6  was  registered. 

Battey's  Operation. — The  removal  of  ovaries,  whether 
normal  or  abnormal,  to  induce  the  climacteric. 

It  is  in  this  class  that  the  justifiability  of  operation  is  open 
to  debate. 

Case  I. — Oophorectomy  and  clitoridectomy.  A  young 
woman  suffering  from  mania.  Dr.  Truby  King  has  already 
reported  on  this  case,  where  the  result  has  so  far  been  most 
satisfactory. 

Case  II. — The  patient  had  been  ailing  for  years  with  a 
variety  of  nervous  symptoms,  at  one  time  being  under  restraint 
in  an  asylum.  She  was  admitted  into  the  hospital  on  account 
of  severe  pelvic  pains,  and  during  her  stay  kept  her  bed  in  an 
apathetic,  semi-lethargic  condition.  The  left  ovary  was  felt 
enlarged  and  tender,  and  was  apparently  the  seat  of  the  pain. 
She  was  subject  to  occasional  extraordinary  rises  in  tempera- 
ture, as  the  chart  indicates,  viz.,  104,  105, 108, 1 10, 1 1 1.6  being 
registered  on  different  days.  One  day,  when  the  temperature 
was  carefully  noted,  the  thermometer  registered — 4.15  p.m., 
97.8;  4.30  p.m.,  104;  6  p.m.,  107;  6.15  p.m.,  105.6;  8  p.m., 
108.2 ;  10  p.m.,  984. 

There  was  nothing  that  could  be  found  to  explain  these 
exacerbations.  At  the  operation  the  ovaries  were  found 
enlarged,  dense,  solid,  and  almost  fibrous.  I  have  never  seen 
a  similar  condition. 

Case  III. — M.S.  I  have  more  doubt  as  to  the  propriety 
of  operation  in  this  case  than  any  other,  and  it  was  only  after 
careful  consultation  with  Drs.  de  Zouche  and  Maunsell — the 
patient  being  urgent  for  something  to  be  done — that  I  decided 
to  operate.  The  patient  certainly  referred  all  her  symptoms 
to  the  pelvic  organs,  but  my  impression  at  the  time  was,  and 
still  is,  that  the  trouble  was  in  the  nervous  centres.  She  spent 
nearly  twenty  hours  out  of  the  twenty-four  in  the  genu-pcctoral 
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of  pressure  in  the  rectum,  and 

It  wascr^ed  by  my  a?*/)rr£r  that  unless  something 

tic  parent  mi^ht  become  insane.    This  seemed 

hie.  bet  I  fear  the  operation  has  afforded  no 


■  wX  «.' 


oa  was  dlfncalt,  in  consequence  of  the  im- 
:se  Liters  cf  rat  which  covered  the  abdominal  walls  and 

The  abdominal  cavity  was  only  reached 


firer  s=S%i^  tircc^h  a  well  of  semi-liquid  fat 

ss  IV. — Scoe  would  enter  this  case  as  one  of  Tait's 
There  were,  however,  no  alterations  in  the  tubes, 
-^vsacrts  as  existed  were  cobweb-like,  and  easily 
ssrc«j-Lr*i  The  cystic  changes  in  the  ovaries  were  very 
r-a-agd.  Almost  complete  relief  to  very  severe  pelvic  pain 
Lss  Scsljnred  the  removal  of  the  diseased  organs.1 

5S  V. — Anrther  case  of  doubtful  nature.  The  opera- 
en  delayed  in  consequence  of  the  patient's  age, 
£  bz  brres  that  the  climacteric  would  effect  improvement 
hii  been  invaliied  for  years ;  constant  ovarian  pain ; 
ct^r2>  Exed  arui  retrodexed  by  adhesions  ;  a  deep  tear  of  the 
cervix.  All  palliative  treatment  had  failed  to  give  relief. 
Tbe  pitiects  c^oditiDn  was  deteriorating,  each  menstrual 
a^^rarir.g  the  symptoms  and  there  were  no  indi- 
tever  of  normal  cessation. 

s  all  made  satisfactory  recoveries. 
Case  II. — The  temperature  rose  on  the  fourth  day  to 
IC5%  bet  sazk  in  a  few  hours.      This  disturbance  was  due 
to  ^errocs  causes;  and  gave  rise  to  no  surprise  considering 
tbe  pitfe^t  s  previous  erratic  temperatures. 

Cass  III. — The  temperature  on  the  second  day  touched 
ici\  but  no  trouble  followed. 

1  Xctt. — It  appears  to  me  that  when  adhesions  form  around  the 
crary  a>  a  irszl:  of  inrlininsariaa  spreading  form  the  ovarian  tissue,  they 
are  as  a  r^ie  £^e  aad  easily  broken  down ;  bat  when  the  oraries  are 
ir.\\vre*i  frxn  an  extension  of  inflammation  along  the  tubes,  the  adbe- 
siocs  are  more  extessnne  and  dense,  and  consequently  more  difficult  to 
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It  is  in  these  forms  of  uterine  and  ovarian  disease  that  the 
greatest  difficulty  arises  as  to  diagnosis  and  treatment — as  to 
how  much  the  complaints  are  due  to  organic  changes,  and  how 
much  to  a  morbid  concentration  of  the  mind  on  the  local 
conditions,  possibly  harmless  enough  per  se. 

Hegar's  Operation. — There  is  only  one  case  under  this 
heading.  In  another  the  operation  was  contemplated,  but 
the  conditions  found  when  the  abdomen  was  opened  de- 
manded hysterectomy. 

During  the  year  there  have  been  three  hysterectomies — 
two  abdominal,  one  vaginal. 

In  the  abdominal  cases  the  tumour  filled  the  abdomen — 
the  fundus  reaching  the  cartilages  of  the  ribs.  In  Case  I. 
the  tumour  was  excessively  vascular ;  in  Case  II.  less  so. 
Both  were  tumours  of  the  diffuse  form  of  uterine  fibroid.  I 
hope  subsequently  to  give  a  more  detailed  account  of  these 
cases.  At  present  all  that  is  necessary  is  to  draw  attention 
to  the  temperature  charts — in  No.  1  the  highest  record, 
being  101.40;  in  No.  2  the  temperature  remained  under  ioo.° 

The  patient  in  whom  the  vaginal  hysterectomy  was  per- 
formed also  made  an  excellent  recovery.  The  highest  tem- 
perature was  1 00. 30,  and  the  patient  was  out  of  bed  in  a 
fortnight.  The  disease  was  taken  in  its  earliest  stage,  and 
before  spreading  to  the  vaginal  wall.  So  far  there  is  no 
appearance  of  recurrence. 

With  regard  to  this  procedure  I  can  readily  understand 
how  some  operators  have  had  such  good  results,  and  the 
ease  and  celerity  with  which  it  is  performed.  There  are 
few  operations  where  a  little  practice  is  of  more  value.  If  I 
had  had  had  to  undertake  a  similar  case  a  few  days  after 
my  last  it  would  probably  not  have  taken  me  half  the  time, 
and  I  should  have  conducted  it  with  much  greater  confidence. 

The  last  class  in  this  report,  viz.,  Cceliotomy,  for  other 
diseases  of  the  abdominal  organs,  comprises,  I  think,  the  most 
interesting  cases  of  the  series. 

CASE  I. — Was  exploratory  only,  the  diagnosis  being  that 
there  was  either  a  deep-seated  pelvic  abscess,  or  sarcoma  of 
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the  pelvis.  Unfortunately  the  case  proved  to  be  the  latter. 
The  attachments  of  the  growth  were  very  extensive,  and 
nothing  could  be  done.  It  is  remarkable  that  the  tempera- 
ture, which  had  daily  reached  1029  prior  to  operation,  fell 
immediately  afterwards.  The  wound  healed  by  first  inten- 
tion, and  the  patient  lingered  on  for  two  months,  when  he 
succumbed  to  the  disease. 

Case  II. — Cholecystotomy  has  already  been  brought 
before  your  notice.  At  the  time  of  operation  malignant 
disease  was  feared.  A  biliary  fistula  still  exists,  due  pro- 
bably to  impaction  of  a  stone  in  the  common  duct,  for  as 
soon  as  the  fistula  closes  severe  pain  ensues,  relieved  only  by 
a  flow  of  bile.  The  patient  has  returned  to  her  home  in 
Christchurch.    Further  operative  measures  may  be  required. 

Case  IIL — Obstruction  of  bowel  by  a  band  has  also 
been  referred  to  at  these  meetings.  It  shows  one  danger  in 
employing  opium  in  the  treatment  of  obstruction  of  the 
bowels.  Although  a  tight  band  constricted  a  portion  of 
the  gut — which  was  thereby  strangulated — the  symptoms 
were  entirely  masked  by  the  subcutaneous  injection  of  mor- 
phia. At  the  time  of  operation  there  had  been  no  rise  of 
temperature  or  pulse-rate.  Had  the  morphia  been  continued 
for  a  day  or  two  more,  there  is  no  doubt  but  that  the  bowel 
must  have  become  gangrenous. 

CASE  IV. — The  only  operation  of  this  series  was  per- 
formed in  the  Dunedin  Hospital.  The  case  was  considered 
to  be  one  of  tubercular  peritonitis.  The  patient  was  too  ill 
to  move,  and  the  operation  became  one  of  necessity ;  I  there- 
fore felt  justified  in  making  an  incision.  The  peritoneal 
cavity  was  washed  out  with  a  weak  solution  of  boro- 
glyceride.  Immediately  following  this  operation  the  tem- 
perature, which  for  weeks  had  ranged  from  102°  to  103° 
fell  to  normal,  and  the  patient  seems  now  perfectly  well. 
Although  the  case  presented  the  clinical  history  and  ap- 
parent symptoms  of  tubercular  peritonitis,  there  was  nothing 
characteristic  of  tubercle  to  be  seen  at  the  operation. 

Case  V. — A  young  lady  who  had  suffered  for  over  a  year 
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from  symptoms  referable  to  a  tumour  in  right  side  of  the 
abdomen.  It  was  freely  movable,  and  by  pressure  from  above 
could  be  brought  over  the  pelvis.  Occasionally  it  would  slip 
away  under  the  ribs  on  the  right  side,  where  it  could  not  be 
felt  until  dislodged  by  pressure  from  the  loin.  The  diagnosis 
being  somewhat  doubtful  it  was  determined  to  make  an 
exploratory  incision.  The  tumour  being  considerably  larger 
than  a  normal  kidney.  The  abdomen  was  opened  by  a 
longitudinal  incision  on  the  outside  of  the  right  rectus.  The 
tumour  was  found  to  be  a  greatly  hypertrophied  kidney. 
Dr.  Maunsell  held  the  kidney  in  its  position  in  the  loin,  with 
his  hand  in  the  abdominal  cavity,  while  I  made  an  incision 
in  the  loin  and  sutured  the  misplaced  organ  in  its  proper 
bed.  The  patient  made  a  good  recovery,  and  the  kidney  now 
keeps  in  position,  and  is  considerably  reduced  in  size. 
Highest  temperature  recorded — 994 — on  fourth  day. 

Case  VI. — A  young  man  suffering  from  recurrent  attacks 
of  inflammation  in  the  right  iliac  region.  The  attacks  were 
severe  and  dangerous.  The  condition  was  diagnosed  as  re- 
current appendicitis.  An  incision  was  made  at  a  right  angle 
to  Poupart's  ligament,  on  the  outer  border  of  the  right  rectus, 
and  the  appendix  found  coming  off  from  and  passing  im- 
mediately beneath  the  caput  coeci,  through  which  it  could 
be  felt  enlarged  and  hard.  In  consequence  of  the  previous 
inflammatory  attacks  the  whole  of  the  structures  were  densely 
adherent  to  the  iliac  fascia.  An  attempt  was  made  to  dissect 
the  appendix  from  underneath  the  colon,  but  the  matting 
together  of  the  structures  was  too  intimate  and  extensive, 
and  in  view  of  the  proximity  of  the  common  iliac  vein  and 
ureters,  it  was  thought  wisest  to  desist.  The  patient  made 
an  uninterrupted  recovery.  Since  the  operation  the  bowels 
have  acted  daily  spontaneously,  and  there  have  so  far  been 
no  indications  of  relapse. 

CASE  VII. — A  very  rare  condition  existed  here — an  un- 
ruptured seven  weeks  foetation  of  the  extremity  of  the  right 
Fallopian  tube.  The  embryo  was  easily  recognisable.  The 
specimen  is  now  shown,  but  the  case  will  be  referred  to  at 
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communication.     The  patient 
recovery,  the  highest  temperature  re- 


Gexzxal  Kfvaxks^ — These  patients  all  made  what  may- 
be zzsL  zzxt~z±^~  recoveries,  sickness  being  the  only  com- 
p_ciii  re  which  was  at  all  troublesome,  although  this  was 
50  s^zBhectiy  prck>cged  or  severe  as  to  give  cause  for 
Oz  a  few  occasions  morphia  was  administered  sub- 
fbr  hs  relief  although  I  have  avoided  opium  in 
as  ctach  as  possible.  For  the  first  twenty-four 
archir.g  is  given  by  the  mouth  but  a  little  very  hot 

regulatu 


or  three  cays  preceding  operation  very  much   lessens  the 

F-it^lecce  of  the  upper  and  lower  bowel  has  on  several 
occislcns  prrved  distressing. 

Frr  the  former  a  mixture  of  sulpho-carbolate  of  soda  with 
rzenth.  r.p.  his  proved  as  good  as  anything.  The  long  tube 
in  the  rectum,  or  a  turpentine  or  asafcetida  enema  wQl  mostly 
relieve  wizi  in  the  lower  boweL  Occasionally  the  bandage 
ar.i  dr£ss£ngs  have  been  removed  and  a  little  gentle  massage 
arrJed  over  the  abdomen  with  excellent  results. 

On  the  third  day  an  action  of  the  bowels  is  generally 
eacoora^ed  by  a  sedHitz  powder,  followed  by  an  enema  of 
soap  ari  water.    After  this  the  patient  begins  to  take  light, 

"v-dli^ested  food. 

At  the  end  of  the  first  week  every  alternate  stitch  in  the 
dexnina!  wound  is  removed.  It  is  a  good  plan  to  cut  the 
suture  ^silk-worm  gut)  one  day  and  remove  it  the  next,  when 
as  a  rule  it  wHl  come  away  without  the  patient's  knowledge. 

At  the  end  of  a  fortnight  the  remaining  sutures  are 
taken  away,  and  the  following  day  the  patient  is  allowed  to 
get  up.  In  my  private  hospital  the  abdominal  cases  generally 
remain  in  three  weeks  altogether.  This  includes  three  days 
in  bed  preceding  operation. 

There  are  two  essential  points  which  have  a  most  impor- 
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tant  bearing  upon  the  cases  brought  under  your  notice  a 
few  meetings  since,  to  which  I  propose  now  making  re- 
ference. 

First,  in  every  case  the  wound  in  the  abdominal  wall  has 
healed  by  first  intention,  and  on  not  a  single  occasion  has 
there  been  a  drop  of  pus. 

Where  occasionally  the  edges  of  skin  have  not  been 
brought  accurately  together,  a  slight  overlapping  conse- 
quently has  occurred,  and  primary  union  has  been  perhaps 
delayed  a  few  days  ;  and  in  the  cases  of  abdominal  hysterec- 
tomy the  stump  at  the  line  of  separation  softened  and 
sloughed,  but  there  has  never  been  in  any  one  case  the 
slightest  sign  of  purulent  discharge. 

The  second  fact  on  which  I  lay  stress  is  the  range  of  the 
temperature  chart.  Here  I  have  every  temperature  chart  in 
twenty-eight  cases,  and  a  calculation  has  been  made  giving 
average  temperatures  for  all  for  one  week.  This  is  a  remark- 
able result  when  it  is  considered  that  in  the  majority  of  the 
cases,  in  addition  to  an  incised  wound  (three  to  five  inches) 
through  the  abdominal  walls,  there  has  been  a  very  consider- 
able amount  of  handling  and  disturbance  of  the  viscera,  and 
often  the  separation  of  extensive  adhesions,  and  a  drainage 
tube  used  for  two  or  three  days. 

In  only  one  case  was  there  anything  approaching  a  high 
temperature;  this  being  in  case  2  of  Battey's  operation, 
where  there  had  been  the  extraordinary  perturbations  prior 
to  operation,  due  to  some  reflex  nervous  disturbances.  Here, 
on  the  fourth  day,  it  suddenly  shot  up  to  103  without  ap- 
parent cause,  but  fell  again  in  a  few  hours. 

In  two  other  cases  a  temperature  of  10 1°  was  registered — 
viz.,  in  case  5,  Battey's — when  there  was  several  inches  of 
fat  covering  the  abdominal  walls  (here,  too,  it  quickly  fell) ; 
and  in  case  1,  abdominal  hysterectomy,  the  temperature  on 
the  third  day  reached  101.40. 

In  four  only  of  the  remaining  cases  did  it  reach  ioo°. 

Thus  in  twenty-two  out  of  twenty-eight  cases  of  ab- 
dominal section,  where  the  daily  temperature  was  carefully 
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taken  for  one  week,  the  thermometer  did  not  once  register 
ioo°. 

Now,  these  two  facts,  viz.,  absence  of  pus-formation  and 
of  temperature  disturbances — clearly  prove  an  immunity 
from  septic  infection* 

During  the  past  year  I  have  taken  no  new  or  extraor- 
dinary antiseptic  precautions,  but  have  simply,  as  heretofore, 
endeavoured  to  cany  out  strict  cleanliness  in  all  surgical 
procedures.  And  now  let  me  ask  this  question;  Is  it  possible 
that  a  series  of  results  such  as  these  could  be  obtained  in 
the  wards  of  a  general  hospital  in  an  admittedly  insanitary 
condition  ?  It  would  be  absolutely  impossible  and  in  many 
instances  the  operations  themselves  would  have  been  un- 
justifiable. 

But  let  it  not  for  a  moment  be  supposed  that  my  object  in 
drawing  attention  to  these  cases  is  to  prove  that  it  is  impos- 
sible to  obtain  the  best  results  in  abdominal  surgery  in  a 
general  surgical  ward,  whose  hygiene  is  unsatisfactory.  That 
has  been  proved  as  long  ago  as  1858,  when  Baker  Brown,0 by 
isolation  of  cases  in  separate  and  well-ventilated  wards  ob- 
tained results  which  at  St.  Mary's  were  impossible."  That 
fact  has  been  clearly  proved.  But  I  want  to  show  some- 
thing more  than  this,  for  since  the  days  that  Baker  Brown, 
Spencer  Wells,  Prothero  Smith,  Savage,  and  others  found 
it  necessary  to  remove  their  patients  from  the  wards  of  a 
general  hospital  before  they  could  obtain  satisfactory  results, 
surgery  has  made  a  great  advance.  In  their  time  the  peri- 
toneum was  regarded  with  an  almost  superstitious  dread 
—a  surgical  fetish,  in  fact,  that  required  special  propi- 
tiation before  it  dare  be  attacked  by  the  surgeon's  knife. 
Thanks,  however,  partly  to  scientific  workers  such  as  Pasteur, 
Koch,  Lister,  and  Watson  Cheyne,  and  partly  to  practical 
men  like  Tait,  Spencer  Wells,  Bantock,  and  Thornton,  we 
now  recognise  that  in  dealing  with  the  peritoneum  we  are  to 
work  simply  on  the  lines  indicated  by  general  surgery,  and 
that  any  peculiarities  this  region  presents  is  solely  due  to  its 
anatomK^l  conformation. 


Summary  of  Gynecology,  including  Obstetrics.     539 

And  although  surgeons  in  the  past  acted  according  to 
their  light  in  the  interest  of  their  patients,  and  for  the  sake 
of  their  own  reputation,  in  demanding  special  provisions  for 
the  treatment  of  cases  of  abdominal  surgery,  we  must  now, 
with  a  broader  and  more  enlightened  grasp  of  the  subject, 
condemn  such  measures  as  narrow,  selfish,  and  unnecessary. 
While  the  surgical  treatment  of  the  peritoneum  differs  in  no 
respect  from  surgical  treatment  of  other  parts  of  the  body, 
the  results  differ  in  this  respect — that  they  are  immediate, 
decided,  and  self-evident. 

If  septic  infection  occurs  in  the  peritoneal  cavity,  in  the 
majority  of  instances  the  patient  will  die  in  a  few  days. 

If  septic  infection  supervenes  in  an  ordinary  surgical 
wound,  it  may  cause  the  surgeon  disappointment  and  trouble, 
and  the  patient  delayed  convalescence,  imperfect  recovery, 
and  much  misery  and  suffering.  The  patient,  however,  most 
frequently  fails  to  recognise  that  the  bulk  of  his  trouble 
might  have  been  avoided,  and  the  surgeon  rarely  blames 
himself,  or  searches  very  carefully  for  the  cause  of  his  failure. 

It  is  mainly  in  consequence  of  this  difference  that  the 
surgeon  who  operates  upon  the  abdominal  cavity  has  been 
compelled  to  take  more  thorough  and  efficient  precautions 
than  the  general  surgeon  has  so  far  deemed  necessary ;  but  I 
think  the  day  is  fast  coming  when  the  surgeon  under  whose 
hand  septic  symptoms  arise  will  have  to  recognise  that  this 
condition  is  a  reproach  to  him,  and  due  to  preventable  causes 
in  the  vast  number  of  instances. 

I  maintain  that  as  the  workers  in  abdominal  surgery  have 
shown  that  by  proper  attention  to  details  of  operations  and 
the  surroundings  of  their  patients  that  septic  conditions  can 
be  almost  excluded,  so  will  the  general  surgeon  have  to  shape 
his  practice.  I  hold,  too,  that  abdominal  surgery  should  be 
as  safely  conducted  by  a  careful  surgeon  in  a  general  surgical 
ward  in  good  hygienic  condition,  as  in  any  private  or  special 
hospital  extant ;  and  I  reconcile  the  differences  of  opinion  on 
this  subject,  that  even  still  exist,  by  this  one  all-important 
factor — the  hygiene  of  the  general  surgical  ward  has  not  been 
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sufficiently  taken  into  calculation.  Where  this  has  been  satis- 
factory, surgeons  have  been  successful;  where  it  has  been 
wanting,  failure  has  been  recorded. 

In  the  present  state  of  our  knowledge  I  do  think  a  charge 
of  selfishness  may  be  fairly  laid  at  the  doors  of  those  who 
demand  special  accommodation  for  this  class  of  case,  and  for 
this  reason — there  can  be  no  finer  test  as  to  the  sanitary  state 
of  a  hospital  than  the  results  in  these  abdominal  cases.  If 
an  undue  proportion  do  badly  under  careful  and  skilful 
management,  we  may  fairly  assume  that  the  general  surgical 
cases  have  not  the  chance  they  should  have,  and  results 
cannot  be  so  good  as  they  should  be,  and  the  sanitary 
defects — whatever  they  may  be— demand  remedy  as  much 
for  the  well-being  of  one  class  as  another. 

This  now  leads  to  another  important  question.  We  all 
recognise  the  genius  of  Lister,  and  the  debt  surgery  owes  to 
the  master-mind  who  first  scientifically  inculcated  the  doc- 
trines of  antiseptic  surgery,  which  have  to  a  great  extent 
revolutionised  our  art ;  but  great  as  is  the  advance  that  has 
followed  the  adoption  of  his  methods,  does  it  not  seem  that 
we  have  as  yet  only  reached  a  half-way  house,  and  the 
doctrine  of  antisepticism  has  yet  to  make  place  for  a  dogma 
of  asepticism  ?  Is  it  not  possible  that  the  brilliancy  of  the 
results  attained  by  the  adoption  of  his  method  have  had 
drawbacks  as  well  as  their  benefits,  and  that  while  the 
surgeon  has  been  concentrating  his  attention  on  the  elabora- 
tion of  those  means  whereby  the  microbes  may  be  destroyed, 
those  more  fundamental  principles  for  their  banishment,  or 
for  rendering  our  patient  less  susceptible  to  their  influence — 
such  as  are  comprised  under  the  term  hygiene — have  been  to 
some  extent  neglected  ? 

I  hold  that  this  powerful  reaction  in  the  profession  for 
the  adoption  of  local  measures  in  treatment  has  done  great 
mischief,  not  to  surgery  alone,  but  to  medicine;  for  the 
surgical  mind  has  been  concentrated  on  details  of  local  treat- 
ment, while  medicine  has  lacked  that  co-operation  it  should 
have  received  from  a  sister  branch,  and  as  a  consequence 
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conditions  of  hygiene  have  been  to  some  extent  neglected 
generally. 

In  hospital  practice  it  is  well  known  that  the  mortality  is 
greatest  in  the  medical  wards.  To  what  extent  does  an  in- 
sanitary state  of  a  ward  affect  that  mortality  ? 

In  our  Hospital  about  1,000  cases  are  admitted  every  year 
— not  casual  or  minor  cases,  for  these  are  treated  in  the  out- 
patient department — but  cases  too  ill  to  be  treated  outside. 
Now,  of  this  1,000  cases  probably  500,  or  about  one  half,  are 
seriously  ill.    Of  this  500  it  is  improbable  that  one-fifth,  or 
100,  are  desperately  ill.    We  may  presume,  I  take  it,  that 
one-half  of  this  100— or  say  50 — would  die  under  any  cir- 
cumstances, under  the  best  and  most  favourable  conditions ; 
but  what  of  the  remaining  50?    May  it  not  be  probable — 
nay,  almost  certain — that  their  lives  hang  on  a  thread.    Their 
chances  for  and  against  recovery  are  very  evenly  balanced, 
and  a  very  slight  matter  on  one  side  or  the  other  of  the  scale 
may  turn  the  balance  against  them ;  and  in  these  50  cases, 
does  the  sanitary  or  insanitary  condition  of  the  surroundings 
count  for  naught?    Is  it  to  have  no  weight  in  deciding  to 
which  side  that  scale  shall  gravitate — to  life  or  death ! 

If  I  speak  strongly  on  this  subject,  it  is  because  I  feel  our 
profession  has  to  a  great  extent  failed  in  its  duty  in  these 
matters.  In  a  country  governed  as  this  is,  by  representatives 
of  the  people,  with  local  matters  under  local  management,  it 
seems  to  me  that  the  sanitary  conditions  of  a  town  is  but  a 
reflex  of  the  state  of  the  medical  profession  in  that  town.  If 
our  profession  are  enlightened,  energetic,  and  progressive, 
they  will  educate  the  public  and  their  public  men,  who,  as  far 
as  my  experience  teaches  me,  are  for  the  most  part  anxious 
and  willing  to  keep  pace  with  the  times ;  but  if  our  profession 
are  indifferent,  callous,  weak,  and  divided — if,  instead  of 
standing  together  as  a  body  pointing  out  evils  that  exist  and 
consequences  that  must  ensue,  they  let  these  matters  drift  as 
best  they  may,  or  attempt  to  gloss  matters  over,  or  tone  them 
down  for  fear  of  giving  offence — then  many  sanitary  abuses 
must  continue. 
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For  the  unsanitary  condition  that  has  been  proved  in  our 
Hospital  is  but  one  of  the  numerous  abuses  that  have  been 
permitted  to  flourish  here.  Think  for  one  moment  of  the 
system  of  drainage  that  permits  our  sewerage  to  deposit  on 
the  foreshore  of  our  bay — a  perpetual  dunghill  at  our  front 
doors.  What  has  our  profession  done  to  call  public  attention 
to  this  danger  ?  This,  I  maintain,  would  not  be  permitted  to 
continue  if  the  public  were  enlightened  as  they  should  be  by 
a  persistent  and  determined  effort  on  our  part ;  and  here  it  is, 
it  seems  to  me,  that  this  society  fails  to  exercise  that  influence 
on  the  public  that  might  be  expected  from  a  body  of  men 
who  are  daily  brought  face  to  face  with  the  evils  that  ensue 
from  neglect  of  sanitation,  and  it  behoves  us  to  bestir  our- 
selves, and  to  endeavour,  by  combined  efforts,  to  devise  means 
to  remedy  these  and  other  defects  which  are  at  present  a  re- 
proach to  the  medical  profession  of  Dunedin. 
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Obstetrical  Society  op  London. — The  following  is  the  list  of 
Officers  and  Council  of  the  Obstetrical  Society  for  1892 : — Presi- 
dent, J.  Watt  Black,  M.A.,  M.D. ;  Vice-Presidents,  Percy  Boulton, 
M.D.,  Thomas  Charles  Steuart  Corry,  M.D.  (Belfast),  Alban  Doran, 
Frederick  H.  Gervis,  William  Appleton  Meredith,  M.B.,  CM., 
Harry  Speakman  Webb  (Welwyn) ;  Treasurer,  G.  Ernest  Herman, 
M.B. ;  Chairman  of  the  Board  for  the  Examination  of  Midwives, 
Francis  Henry  Champneys,  M.A.,  M.D. ;  Honorary  Secretaries, 
Peter  Horrocks,  M.D.,  William  Duncan,  M.D. ;  Honorary  Librarian, 
W.  Radford  Dakin,  M.D. ;  other  Members  of  Council,  Edward 
Clapham,  M.D.,  Frederick  William  Coates,  M.D.  (Salisbury), 
Charles  James  Cullingworth,  M.D.,  Henry  W.  Freeman  (Bath),  John 
H.  Galton,  M.D.,  Joseph  Johnston,  M.D.,  Henry  Ambrose  Lediard, 
M.D.  (Carlisle),  Henry  Colley  March,  M.D.  (Rochdale),  Arthur 
Perigal,  M.D.  (Barnet),  John  Baptiste  Potter,  M.D. ;  Marmaduke 
Prickett,  M.A.,  M.D.,  Thomas  Laurence  Read,  Henry  Trotter 
Rutherfoord,  B.A.,  M.B.,  John  Sutton  Sams,  Herbert  R.  Spencer, 
M.D.,  Edward  Sabine  Tait,  M.D.,  George  Herbert  Wade  (Chisle- 
hurst),  John  Williams,  M.D. 


North  of  England  Obstetrical  and  Gynaecological 
Society. — The  following  office-bearers  for  1892  were  elected  at  the 
last  meeting : — President,  David  Lloyd  Roberts,  M.D. ;  Vice-Presi- 
dents, W.  MacFie  Campbell,  M.D.,  James  Armstrong,  M.B.,  John 
B.  Hellier,  M.D.,  Charles  J.  Wright,  M.R.C.S.,  James  H.  Keeling, 
M.D,  Arthur  Jackson,  M.R.C.S.,  Stephen  Nesfield,  M.D.,  John 
Scott,  M.B. ;  Honorary  Treasurer,  William  Walter,  M.D. ;  Council, 
James  Braithwaite,  M.D.,  William  Alexander,  M.D.,  J.  Gordon 
Black,  M.D.,  Samuel  Buckley,  M.D.,  John  E.  Burton,  M.R.C.S., 
J.  Nelson  Cregeen,  M.R.C.S.,  Archibald  Donald,  M.D.,  Thomas 
Fawsitt,  M.R.C.S.,  John  E.  Garner,  M.D.,  Thomas  A.  Helme, 
M.D.,  John  F.  Home,  F.R.C.S.,  Thomas  Johnstone,  M.D.,  James 
Lambert,  M.D.,  Arthur  H.  Laver,  M.R.C.S.,  John  M.  H.  Martin, 
M.D.,  John  W.  Martin,  M.D.,  J.  Frank  Nicholson,  M.D.,  George  J. 
Robertson,  M.B.,  W.  Mitchell  Roocroft,  M.R.C.S.,  A,  W,  Mayo 
Robson,  F.R.C.S.,  T.  Starkey  Smith,  M.B.,  James  Taylor,  F.R.CS., 
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Alfred  T.  Toraley,  L.R-CP-,   John  Wallace,  M.D. ;   Honorary 
Secretary,  Henry  Briggs,  F.R.CS. 


Le  secretaire  general du  /render  Congres  international  de  GjnicolegU 
et  fObs&trique  prie  le  secretaire  de  la  redaction  d'inserer  fans 
sonant  dams  le  prochain  num&ro  de  son  Journal  z 

La  Societe*  beige  de  Gynecologie  et  d'Obste*trique  prend  finitia- 
the  de  fonder  on  Congres  international  penodique  de  Gynecologie 
et  d  Obste'trique,  qai  tiendrait  ses  sessions  tous  les  qaatre  ans, 
alternatrvement  en  Suisse  et  en  Belgique.  La  premiere  session 
aura  lien  a.  Bruxelles,  dn  14  an  19  septembre  1892  inclus. 

Trois  questions  ont  £te  portees  i  1'ordre  du  jour : 

1.  Des  suppurations  pehriennes,  rapporteur  M.  le  Dr.  P.  Segond, 
de  Puis; 

a.  Des  grossesses  extra-uterines,  rapporteur  M.  le  Dr.  A.  Martin, 
de  Berlin; 

3.  Du  placenta  previa,  rapporteur  M.  le  Dr.  Berry  Hart, 
d'Edinburg. 

Le  montant  des  cotisations  est  6x6  comme  il  suit : 

1.  Membre  fondateur:  300  francs.  Cette  cotisation  opere  le 
rachat  des  cotisations  ulterieures ; 

a.  Membre  participant  k  la  premiere  session :  30  francs.  Cette 
cotisation  donne  droit  au  titre  de  membre  et  a,  la  reception  ulterieure 
du  compte  rendu  des  travaux  du  Congres. 

Les  inscriptions  pour  communications,  discours,  d6monstrations, 
etc.,  doivent  etre  adressees  au  secretaire  gtneral,  Dr.  Jacobs,  12,  rue 
des  Petits-Carmes,  &  Bruxelles  (jusqu'an  1  juillet  1892). 

Le  Comit6  d'organisation  a  entrepris  d'annexer  au  premier 
Congres  une  Exposition  internationale  d'instruments  et  appareils  se 
rapportant  a.  la  gynecologie  et  &  I'obstetrique,  qui  aura  lieu  dans  les 
locaux  du  Congres  et  2l  la  Maternite*  de  Bruxelles. 
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